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Original Communications 


A NEW METHOD OF SUBPERITONEAL SHORTENING OF TILE 
ROUND LIGAMENTS OF THE UTERUS* 


A Report or 100 Cases ANALYSIS OF ENp Resunts 
By HerMann Grap, M.D., F.A.C.S., New York, N. Y. 


IIE claim has been made that retrodisplacement of the uterus per se 
requires no treatment, as it gives rise to no symptoms. Many sta- 
tistics were brought forward to prove this contention. 

Winternitz says that retrodeviations of the uterus are not the cause 
of symptoms and we have therefore only to consider the complications. 
Ife supports his statements with the following statistics; in 710 appar- 
ently healthy women, 154 had retroflexed uteri, of these 90 (60 per 
cent) complained absolutely of no gynecologic symptoms. <A closer 
examination of symptoms in the remaining 40 per cent revealed the 
fact that in nearly all cases the symptoms were due to coexisting com- 
plications. Ile says that retrodeviation does not create congestion and 
concludes ‘‘to operate on a healthy woman because she has retroflexion 
is absolutely unealled for.’’ 


Lucy Wait’ says ‘in 596 cases, 39 per cent of a thousand cases taken 
from the records of my elinie at the Mary Thompson Hospital, 62 
(15 per cent) presented no gynecologic symptoms and were referred to 
the Medical Clinic without exception, the remaining 338 cases present- 
ing symptoms were recorded as complicated with definite pelvie or 


abdominal pathologie conditions.’’ These were classified as follows: 


*Read at the meeting of the New York Obstetrical Society, November 9, 1920. 


Nore: The editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. ’? 
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Chronie disease of ovary or oviducts. .116 39 per cent 
17 per cent 


Carcinoma uteri 2 per cent 


Ina large percentage of these cases pelvic exudates and extensive 
adhesions were found. There were other complications including 
appendicitis, hernia, nephroptosis, hemorrhoids and recent puerperal 
Cases, 

These statistics are highly interesting, nevertheless exception must 
he taken to the above dictum that ‘‘retrodisplacement of the uterus 
per sé causes no symptoms and requires no treatment.’’ It is the ex- 
perience of every gynecologist that there are cases where retrodisplace- 
ment per se does cause subjective symptoms and no palliative measures 
will give relief. On the other hand, surgical replacement of their 
retrodisplaced uteri will give these sufferers positive and lasting re- 
lief. It is also the experience of every gynecologist that an uncompli- 
cated retrodisplacement of the uterus predisposes the patient to mor- 
bidity of the uterus and appendages. If this observation is correct 
why deny these cases palliative measures or even operation as a pro- 
phylactic measure ? 

Surgical experience has shown it to be a fact that a large number 
of young women, with retroversion of the uterus, have been lifted out 
of the bondage of hopeless invalidism and returned to active woman- 
hood by operation. 

Granted then that an operation for displacement of the uterus Is a 
legitimate one and fulfils a useful and needed purpose, is it surprising 
that we have so large a number of operations for the correction of dis- 


placements of the uterus? 


Bovee® says that sixty different operations 
have been devised for the correction of uterine displacements. It is 
therefore with considerable hesitation that I shall add another one to 
this long list by bringing this new operation before the profession. 

All operations devised for the correction of uterine displacements 
can be divided into four types and all of them utilize the round liga- 
ments, the broad ligaments, the uterosacral ligaments for plication or 
making them shorter, or else the fundus of the uterus is sutured to some 
part of the abdominal wall. 

The Alexander operation is the first type and was the first one de- 
vised for shortening the round ligaments of the uterus. Most excellent 
results are obtained by the operation. It requires considerable amount 
of skill and failures in finding the ligaments are frequent. Experience 
also shows that many Alexander operations fail to give relief to the 


patients, because as the abdomen is not opened, intraperitoneal lesions 
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are often overlooked. The Alexander operation or any modification of 
the same, does not provide for the surgical relief of intrapelvie lesions 
which are so frequently encountered with retroversion of the uterus. 
It is an operation that in selected cases gives very excellent results. 
The operation utilizes the strongest portion of the round ligament, 
namely, that portion nearest to the uterus, which is a strong point in 
its favor. The objections to the operation are four: (a) It is difficult 
of execution; (b) frequent failures to find the ligaments; (¢@) the liga- 
ments tear during manipulation; (d) it does not provide for intrapel- 
vie work, and does not allow one to fortify the shortening of the round 
ligaments by shortening of the uterosacral ligaments, or plication of 
the broad ligaments. 


The Gilliam operation, the second type, for shortening of the round 
ligaments and the Simpson modification, are extensively used. The 
operation gives excellent results. The objections to the operation are, 
that it creates unnatural conditions in the abdominal wall by uniting 
structures contrary to nature and by inviting serious intraabdominal 
complications. 

The Wylie, Mann, Baldy-Webster are included in the third type of 
operation. They have the objection of utilizing the weakest portion of 
the ligaments. Statistics have shown that relapses are frequent after 
this type of operation. The same is true of the fourth type of opera- 
tion, of ventrosuspension, 

A very excellent and ingenious operation for shortening of the round 
ligaments is the Bissell operation. This operation was devised by Dr. 
Dougal Bissell in 1908. It is an operation that meets all requirements 
and is free from objections of other methods of shortening the liga- 
ments. It calls for the hands of a skillful surgeon, for hands accus- 
tomed to plastic work, and for careful coaptation of delicate tissue 
structures. The operation gives permanent results and recommends 
itself very highly. 

All operations of plication of the broad ligaments have the objee- 
tion of being complicated and give by no means uniform results, 
in curing retroversions. The operations that simply plicate the liga- 
ments on themselves have very little to recommend them as they rarely 
succeed. Reeurrence after this type of operation is the rule rather 
than the exception. 

The study of the subperitoneal shortening of the round ligaments of 
the uterus, reported in this paper, was begun over eight years ago. 
The object in view then was to develop a method of shortening of the 
round ligaments which would be simple of execution, free from objee- 
tions of other methods in use, and permit of other intraperitoneal work. 
In all modesty I believe that the object sought has been attained, and 
that this new method of shortening the round ligaments, to be described 
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in this paper, is a very simple one to execute, the operation gives ex- 
cellent results, and is free from objections of other methods. 

Kight years have now elapsed since the inception of the new method 
of shortening of the round ligaments, which I believe is sufficient time 
to judge of the remote results of the operation. The description of the 
operation was purposely withheld from publication up to this time, 
because 1 desired to convince myself of this remote result. In an 
operation of this type, time must elapse in order to study late results. 
Several hundred of these operations have now been done and the first 
100 cases were taken as a basis of study. It was impossible to keep 
under observation all of the 100 consecutive cases of retroversion on 
whom this method of round ligament shortening was practiced. As 
is well known, patients constantly shift their abode. Tlowever a suf- 
ficient number of eases lent themselves to the study of this problem, 
and the statisties plainly show that the operation gives most excellent 
results. 

The operation here devised aims to fasten the strongest portion of 
the round ligaments to the fibers of the internal ring of the inguinal 
canal, where the round ligaments emerge from the abdominal cavity. 
The ligaments are bared of their peritoneal investments and therefore 
cannot fail to unite along the suture line. The proper amount of short- 
ening of the round ligaments in each case can be measured to a nicety. 
$v this method of operation no abnormal conditions are created in the 
pelvie cavity or abdominal wall. No holes are tunneled through the 
abdominal parieties. The ligaments cannot be overstretched and their 
vitality endangered by interference with their circulation. It is a 
definite surgical procedure with no drawbacks. Every step of the 
operation is under perfect mechanical control. The Fallopian tubes 
are not liable to become traumatized or kinked. The mesosalpinx is not 
encroached upon. With the operation completed, the pelvie organs are 
left in a normal condition. 

The operation of shortening the round ligaments is as a rule supple- 
mented by shortening of the uterosacral ligaments and in a certain 
number of eases, the fundus of the uterus is held forward by a tem- 
porary eatgut suture, which is placed in a special way, to be described 


in the technie of the operation. 


TECHNIC OF THE OPERATION 


(a) Shortening the Round Ligaments.—The operation here devised 
is a very simple one. It is a surprise that it has not been described 
before. The abdomen is opened by an incision in the midline below 
the umbilicus, or transverse. The transverse incision is preferable in 
thin women. After the peritoneum is opened, the pelvis is cleared of 
intestines, cecum and sigmoid. Whatever intrapelvic work is neces- 


sary is first completed. Adhesions are broken up, ovaries and tubes 
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inspected and the fundus of the uterus brought forward. <A good 
exposure is essential and expedites the operation. 

The round ligament on the right side at its mid-point is grasped with 
an Ellis clamp, sponge holder or any suitable instrument that will not 
unduly traumatize the ligament. Traction on the clamp puts the liga- 
ment on the stretch, and by doing this two sides of a triangle are 
formed. One side of the triangle is the round ligament from the grasp 
of the forceps to the internal ring of the inguinal canal where the liga- 
ment emerges, while the other side of the triangle is the ligament from 
the grasp of the forceps to its uterine end. 

At this step of the operation it is very essential to expose the under 


| 4 

| Les : ‘Vie. | 
Fig. 1.—Shows 


uterus exposed, round ligament seized with forceps and made tense. 
surface of the abdominal wall where the round ligament emerges, 
Which is readily accomplished by proper retraction. By stretching the 
round ligament in the manner described, the two leaves of the broad 
ligament are also made taut. This is the first step in the operation as 
shown in Fig. 1. 

Opposite the grasp of the forceps on the round ligament, and imme- 
diately below the edge of the ligament, the operator picks up the ante- 
rior layer of the broad ligament with a thumb forceps and nips it with 
scissors. Beginning at this point, with the scissors, the incision in the 
anterior layer of the broad ligament is extended, along the edge of the 
round ligament, until the internal ring of the inguinal canal is reached 
where the ligament emerges from the abdominal cavity. In this man- 


ner the entire round ligament is laid bare, divested of its peritoneum, 
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and the two layers of the broad ligaments are separated, as shown in 


Fig. 2. 


If the incision in the anterior leaf of the broad ligament is properly 


planned, the operation will be entirely bloodless. The two leaves of 
the broad ligament can now be further separated with the finger. 

With the two leaves of the broad ligament opened up, the external 
iliac vessels are plainly visible a little below where the round ligament 
enters the ring on its way to the inguinal canal. These vessels are the 


only struetures the operator must bear in mind in this operation. There 


is no danger of wounding these vessels. Only gross negligence could 
possibly injure them, 

Having divested the round ligament of its peritoneum and having 
exposed the internal ring and with the round ligament plainly in view 
as it leaves the abdomen, the operator takes a stitch of linen in the 
pillars of the ring and also picks up in the stitch, half of the round 
ligament as it enters the ring. A half tie is now made in the suture, 
so as to anchor the ligament to the fibers of the ring at this point. 
With the same suture the round ligament is picked up, inside of its 
denuded area, about three-fourths of an inch to one inch from its uter- 
ine end, shown in Fig. 2, depending upon the laxity of the ligament, 
and the two points of the ligament brought together by tying the linen 
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Fig. 3.—Showing redundant portion of bared round ligament sutured with linen, the end of 


the latter pulled through anterior layer of broad ligament. 


| 


Fig. 4.—Showing sutured portion of round ligament buried between the two layers of the 
broad ligament and anchored in place with the linen stitch which was drawn through the 
anterior layer. 
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suture. The uterine end of the ligament may now be sutured to the 
pillars of the ring securely with two, or even three linen sutures, so as 
to shorten up the ligament to a desired measure. The redundant por- 
tion of the round ligament, which is also d@uded is now sutured 
together as is shown in Fig. 3. 

The superfluous portion of the round ligament, which has been su- 
tured together, is now buried between the layers of the broad ligament 
and the suture tied in the manner shown in Fig. 4. 

The anchoring of the round ligament to the fibers of the internal ring 


of the inguinal canal, the coaptation of the denuded portion of the 


tured with plain catgu 


ent. 


ligament, and burying of the superfluous portion, is all accomplished 
with one linen suture in a very expeditious manner. 

The anterior leaf of the broad ligament, which has been cut away 
from the anterior surface of the round ligament is now sutured, with 
catgut, to the posterior surface of the round ligament, in such a manner 


as to cover all raw surfaces, as is shown in Fig. 5. 


The round ligament on the opposite side is shortened up in exactly 


the same manner as deseribed above. 
When the operation is finished, it will be found that no unnatural 
conditions have been created by the operation. There has been no 


encroachment on the mesosalpinx and there has been no kinking of 
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the Fallopian tubes, in any manner, shape or form. The abdominal 
wall has not suffered any injury, the round ligament is not subjected 
to any devitalizing influence of pressure and no nerve filaments have 
been traumatized. The round ligaments have been shortened up in a 
very simple manner, and as the work has been done on denuded sur- 
faces, union of surfaces will surely occur and the ligaments will be 
permanently shortened. 

Under certain conditions the subperitoneal shortening of the round 
ligaments is supplemented by two other operations, namely, an intra- 
peritoneal ventrosuspension and a shortening of the uterosaeral liga- 


intraperitoneal ventros 


ments. These two additional procedures are of vital importance in 


many cases in effecting a cure of the retroversion. In all cases where 
there has been an undue laxity of the round ligaments and where there 
has been a tendeney to decensus of the cervix, the round ligament 
operation should be supplemented by shortening of the uterosacral 
ligaments. 

(b Intraperitoneal Ve ntrosuspe nsion.— This differs from an ordinary 
ventrosuspension by the fact that the two peritoneal surfaces to be 
brought into apposition are not traumatized. It is not intended that 
union should oceur between these two peritoneal surfaces. The sur- 
face epithelium of the peritoneum is not disturbed by searification or 
sponging. The object of the suture is to hold the fundus of the uterus 
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Vig. 6.—Showing ispension stitch of chromic gut. 
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forward temporarily. The suture is to prevent an overdistended blad- 
der foreing the fundus of the uterus backward towards the sacrum, 
and thereby exerting tension on the new suture line in the round liga- 
ments. The suspension suture is to hold the fundus forward until 


firm union occurs in the suture line of the round ligaments. When 


the catgut suture is absorbed the fundus is freed from its grasp. The 


intraperitoneal suspension stitch is placed as is shown in Fig. 6. 
The suture consists of 20-day chromic catgut. It enters the faseia in 
the midline, penetrates it and the peritoneum, from without, about 


an inch from the incised edges of the fascia and peritoneum. The 


x uterosacral ligament put o1 h and sutured with linen thread. 


suture now picks up the musculature of the fundus of the uterus in the 
midline, as shown, penetrates the peritoneum from within out and 
emerges through the fascia about a quarter of an inch distant from 
where it entered. The suture is now tied, bringing the fundus of 
the uterus well under the peritoneum, away from its cut edge, as shown 
in Kig. 7. 

The suspension suture in a mechanical way protects the suture line 
in the round ligament until a firm union occurs. When the suture in 
the fundus becomes absorbed, the fundus drops away from the abdom- 
inal wall, 


In three cases an opportunity was offered to inspect the site of the 
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previous operation and it was found that no suspensory band was 
formed, the fundus of the uterus was free, and not the slightest indica- 
tion was found that the peritoneum was in any way disturbed. This 
is precisely what one would expect from a suspension stitch planned as 
is the intraperitoneal suture. No possible union can oceur between 
the two peritoneal surfaces if care is taken not to traumatize them. 
The suture serves a very useful purpose, because it prevents the fun- 
dus from turning during the time of the healing of the round liga- 
ments. The stitch is recommended in every case of shortening of the 
round ligament where the fundus of the uterus can be brought in con- 
tact with the abdominal wall without tension. If the anatomie econ- 
ditions are such as not to allow the fundus and abdominal wall to come 


Fig. 8.—Showing suture of uterosacral ligaments to posterior surface of uterus. 


in contact with ease, the suspension suture should not be used. In those 


cases extra precaution is to be exercised in not allowing the bladder to 
distend and force the fundus of the uterus backwards. The patients 
should be eatheterized every six hours systematically to avoid over- 
distention of the urinary bladder. 

(ce) Shortening of the Uterosacral Ligaments.—The uterosacral liga- 
ments should be shortened in all cases where they are unduly relaxed, 
and also in all eases where there is the slightest degree of descensus of 
the cervix uteri. Under certain conditions difficulty will be enecoun- 
tered in shortening up the ligaments. Proper orientation of the work 
will overcome many of these. 
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By orientation is meant placing the patient in proper Trendelenburg 
position, freeing the pelvis of adhesions, packing away intestines, ce- 
cum, and sigmoid, and keeping the ovaries out of the field of operation 
if necessary with a stitch. 

There are several procedures for shortening up the uterosacral liga- 
ments. A very simple one is to grasp the ligament midway between 
uterus and sacrum putting the ligament on the stretch, as shown in 
lig. &. 

The ligament is now sutured together with a linen suture, the first 
stitch is shown in Fie. 7. The free edge of the uterosacral ligament is 
now sutured together, and sewed to the posterior surface of the uterus, 


as shown in Fig. 8. 


SUMMARY OF OPERATIVE: 


Social Condition 


RESULTS IN A SERIES OF 100 CASES 


Married Single Bore Children Misearried 
Symptoms 
Ages 
16-20 Years 20-30 0-40 10-50 Total 
Duration of Symptoms 
1 Yr. or Less 2 Yr. 3 Yr. 4 Yr. 5 Yr. 6 Yr. 7 Yr. Indefinite Total 
29) 2 2 2° 


This summary shows that out of 71 married women, 43 bore children, 5 
had miscarriages. Only those symptoms were recorded which appeared 
most prominent to the patient at the time of the examination. Several 
symptoms may be present in the same case, but only the most prominent 
ones were recorded, 

The chart that 42 patients complained of backache and 39 


patients had pelvie or abdominal pains. 


shows 
In all these cases more than 
one symptom was complained of by the patient. 

In making up statistics of symptoms one is confronted by many dif- 


Not 


much reliability can be placed on statistics obtained from so variable a 


ficulties, because one is dealing with a very variable condition. 
condition as symptoms. All that one can say in studying the symptom- 
atology of retroversion of the uterus is, that there is a neurotie condi- 
tion encountered in these patients and no reliability can be placed on 
their statements, which are often at varianee with each other. 
A statement made one day will be refuted at the next examination, say 


creat 
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a week later. The symptoms are fleeting and change from time to time. 
This much, however, can be stated with a good deal of positiveness, 
namely, that a certain number of patients with retroversion of the 
uterus are neurotic and a certain number of them suffer with gastro- 
intestinal symptoms, anorexia, belching, indigestion, constipation. 

Neuroses.—The neurotic symptoms are very variable and fleeting. 
it is one thing one day and the next day something else. Pains and 
aches are noted in various parts of the body. Insomnia, weakness, loss 
of ambition, indifference. Cases of this type should be sent to the 
neurologist for investigation before operation. The study of this class 
has convinced me that if no definite neurotic taint exists to fully 
account for the symptom-complex presented by the patient, operative 
procedure will give the patient relief of many of her symptoms and 
many of these cases can be restored to active womanhood by operation. 

Backache.—The caution necessary to exercise in the handling of these 
neurotic cases applies equally to the cases with ‘‘backache.’’ Nothing 
short of a painstaking examination will suffice in properly diagnosing 
these ‘‘backaches.’’ In some cases even the aid of the orthopedist is 
necessary to establish a proper diagnosis of the cause of the ‘baek- 
ache.”’ 

The study of the cases here reported shows that a positive relief of 
‘backache’? can be expected if the operation succeeds in holding the 
uterus in normal position, provided the backache depended on the dis- 
placement of the uterus or some associated pelvic pathology which can 
he dealt with during the operation. 

Another fact must be borne in mind in connection with this subject, 
namely, that in the same patient two or even more causative factors 
may be present, and the ‘‘backache’’ will not be relieved unless all 
causes are removed. Ina small number of cases, the ‘‘backache’’ will 
persist after all effort and the application of every known curative 
measure, operative, orthopedie or otherwise. These rebellious cases of 
*‘backache’’ foil every effort and all measures of relief. 

In some of my rebellious cases of ‘‘backache’’ cures were effected in 
an interesting manner., In some eases, the backache persisted after 
operation, and after orthopedic as well as electrotherapeutie measures, 
including massage. It will be noticed that the ‘‘backache’’ in these 
cases is severest during the morning hours. During the afternoon the 
““backache’’ is much better. These eases as a rule obtain much relief 
from the operation, they are much better in every way, except for the 
hackache in the morning. As an experiment in these eases it is ad- 
vised that they change their mattress on the bed, substitute one that is 
less soft, believing that the haekache may be due to some postural mus- 
cle strain during sleep. This idea is not new with me, as T read about 
it some years ago. The experiment in a few cases proved very success- 


ful. After the lapse of ten days or so, the morning backache fails to 
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appear. They must persist in sleeping on a hard mattress to avoid 
muscle strain produced by the posture they assume on a soft mattress 
during sleep. 

Dysmenorrhea.—In the cases with dysmenorrhea, four obtained relief 
of the symptoms. One was only partially relieved, and five cases were 
not reexamined, passing from observation. In one case the patient 
felt very grateful for the great relief obtained, but in this case a stem 
pessary was also used. All these cases with dysmenorrhea had also a 


divulsion and a curettage. While no definite conelusions can be drawn, 


it is safe to say that dysmenorrhea will be relieved by the operation 


in a considerable number of cases. 

Metrorrhagia.—Six cases of metrorrhagia were reexamined and_ all 
were found to have obtained relief of symptoms. In one ease, (No. 
12088), a reexamination five vears after the operation disclosed the 
uterus in good position and no metrorrhagia since the operation. Two 
cases With metrorrhagia as a symptom passed from observation. 

Leucorrhea—Nothing definite can be said about the cases with leucor- 
rhea, headache and bearing down pains, as the information obtained 
from these cases is incomplete and unreliable. 

Slerility.—In the four cases with sterility, two disappeared from ob 
servation, one case was not heard from since 1916, at that time she was 
in good condition, but had not conceived. One ease coneeived eight 
months after operation and was confined with a normal labor. Nine 
months after delivery her uterus was found in good position. 

Both cases were relieved of frequency of urination, no bladder dis- 
turbance was complained of after operation. 

Ages.—Regarding the ages, the largest number, 51, occurred between 
twenty and thirty. Nine cases were under twenty years of age, 33. be- 
tween thirty and forty, and 7 over forty vears of age. 

Duration.—It was difficult to obtain reliable information regarding 
the duration of the symptoms. In 38 cases the patients could not tell 
definitely how long the symptoms lasted. In 29 cases it was less than a 
vear and in 17 cases the duration was two vears before surgical relief 
was sought. In two cases the duration of symptoms was over seven 
Vears. 


STUDY OF END RESULTS 


Kor the study of the end results of the operation deseribed in’ this 
paper, 100 consecutive cases were taken from the records of the Woman’s 
HTospital. These operations were performed during the fiseal years 
from 1913 to 1918 inclusive. 

During the summer and fall of 1919 the records of the 100 eases were 
compiled and every effort made to reexamine the cases. Thirty-seven 
could not be traced. This is unfortunate as valuable data are thus miss- 
ing. lIlowever, a sufficient number of cases have been studied to show 


that the operation is an efficient one, it will hold the uterus in normal 
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position and give relief from symptoms. Sixty-three cases were reexam- 
ined at various periods after operation. In all except three, the uterus 
was found in good anatomic position. This gives 5 per cent of failures. 
To facilitate the study of the 100 cases of retroversion, several charts 
of summaries are here presented. 
Chart I shows a separation of the 100 cases of retroversion, into four 
classes as follows: 


1. Uncomplicated retroversion 
. Retroversions and lacerations 


2 
5. Retroversions, lacerations and intraperitoneal lesions . 
4. Retroversion and intraperitoneal lesions 


Chart I shows that uncomplicated retroversions of the uterus are rare, 
only 5 per cent of these cases were eneountered. The chart also shows 
CLASSIFICATION 
100 CASES OF RETROVERSION 
OF UTERUS 


1913 1944 1915 1916 1917 1918. % 


I 


RETROVERSIONS 
INTRA-PERITONEAL LESIONS 
AND LACERATIONS 


RETROVERSION AND 
INTRAPERITONEAL LESIONS 


Chart I 


the interesting fact that in 89 per cent of cases the retroversion of the 
uterus is complicated by a pelvic or an abdominal lesion. Out of 100 
cases of operations for retroversion of the uterus only 10 per cent were 


37 
52 
100 

| 
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free of intraperitoneal lesions. In other words, in retroversion of the 
uterus, 89 per cent of cases call for a peritoneal incision, to correct con- 
ditions other than the displaced uterus. 

The uncomplicated cases of retroversion had the following history: 
three were married but never conceived, two were single, three were 
over twenty, one over thirty, and one over forty years of age, two cases 
passed from observation, two cases were successful. In one case the 


uterus was found in good anatomic position four years after observation. 


EWO RESULTS IN 100 CASES OF RETROVERSION OF UTERUS 


[913 | 1944 [1905 1916 '1917 1918 Y 


RETROVERSION 


NCOMPLICATED 
2 MOT FOUND elele 
5 
RETROVERSION REEXAMINED 5. 0-5 -100% 
LACERATIONS | 
| WOT FOUND etels 
6. 


RETROVERSION 27 RE-EXAMINED a7 


INTRA- ABDOMINAL 
LESIONS AND 


LACERATIONS 
NOT FOUND 
0-010 
i 37] 
RETROVERSION 6 
28 (RE EXAMINED 
| 93 7 
26; 2-20 237% 


24 NOT FOUND 


it | 60 is? 


Chart II 


One case was a failure. The history of the case in whom the operation 
failed is as follows: She was thirty-four years old, married four years 
with no conception to her credit. On May 12, 1914, operation, dilatation 
and curettage, Grad shortening of round ligaments. She remained well 
and free of symptoms for some time. When reexamined March 10, 1917, 
two vears and four months later, the uterus was found retroverted and 
she was suffering with backache and pain on left side. IT am unable to 
account for the failure of the operation in this case. 

Chart IT is self-explanatory. It shows the number of cases operated 


on each fiseal vear, the number of eases returned for examination, the 


— 
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number of cases cured, and the number of failures. It is of interest to 
note that 43 cases of retroversion were in women who also had lacera- 
tions, 37 of this number had also intraperitoneal lesions. Retroversions 
in the cases of Class 2 and 3 respond well to operative measures and a 
cure was effected in every case. 

Cases in Class 4 were 52 in number. They all suffered from some intra- 
peritoneal lesions in addition to the retroversion of the uterus. After a 
careful study of these 52 cases [| am prepared to say that the cause of 
their symptoms was to a large extent the malposition of the uterus. 
Nevertheless, | am also convinced that without operations for the pelvie 
pathology, the correction of the malposed uterus alone would have spelled 
failure in many of these eases. The study of these cases justifies the 
deduction that every case of retroversion with symptoms should have 
an abdominal section. 

Chart IIT gives a detailed summary of the various operations per- 
formed each fiscal vear in the 100 cases of retroversion. Altogether 432 


operations were performed. There has been no mortality and the mor- 


RFOR N 100 
( ERU \rrange | 
4 D MENTS GRAD | 3/9 
+ 
| - 
31516 57% 
, 61813 543) 
4 + 4 
212 56k 


‘ 2 
5% 
2345 4 0% 
9% 
t ONS 6% 
t AD LIGAM 
0 3 
JB 3% 
0 2% 
if 
432 
Chart 


bidity in the operation is practically ail. Thirty-six operations were 
done on the uterine adnexa. The appendix was removed in 74 cases. 

One hundred seventy operations were performed for retroversion of 
the uterus. In 54 patients the fundus of the uterus was suspended 
from the abdominal wall by an intraperitoneal stitch, and the utero- 
sacral ligaments were shortened up in 16 cases. This latter operation 
i perform now more frequently than before. These two operations ; 
namely, intraperitoneal ventrosuspension and shortening of the utero- 
sacral ligaments, supplement the operation of shortening the round liga- 


ments in all cases where there is a laxity of the uterosacral ligaments. 
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If the fundus of the uterus can be made to approach the abdominal 
parieties with ease an intraperitoneal suspension stitch is also taken. 

Experience has shown that better results are obtained by shortening 
up the uterosacral ligaments in operating for retroversion of the uterus. 
In fact at the present time the uterosacral ligaments are shortened up in 
every operation for retroversion, except in those cases where the techni- 
cal difficulties, such as very deep pelvis, insufficient exposure, poor re- 
laxation, difficulty with anesthesia, or extreme obesity prevent the oper- 
ation. 

Pregnancy.—Chart ILL also shows the record of eight cases of preg- 
nancy that were encountered in 63 cases reexamined. It shows the kind 
of operations that were performed in the eight cases that became preg- 
nant after operation. 


Dates of delivery B Pregnancies 12.6% | 
+e 
Dperotion Years [i916 [i917 [1918 [1919 [1920 Total | 
4 : = 
st Apel L 
TI 
ne | 
| 7 | 
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7 
¢ ecemberc 
= Full Teem | 2 | 
+ Labor 672.5 %|Norme! For ceps|Norma | |Norme 5 
- 
3 
+ 
37.5% 3 |2 3 
Toto!| 8 12.6%) g 
L pe | 


Chart IV. 

From the above summary we obtain the interesting fact that in 15 
per cent of resection of the ovary, pregnancy occurred twice. In 10 per 
cent of salpingectomy and 3 per cent resection of the tubes, no pregnancy 
took place, as far as we know, unless pregnancy occurred in the 37 cases 
that passed from observation, on whom salpingectomy was done. Disease 
of the Fallopian tubes is a greater factor in causing sterility than dis- 
ease of the ovaries, according to these statistics. 

Charts IV and V deal with the statistical studies of the eight cases of 
pregnancy. Chart IV shows that pregnancy occurred in 12.6 per cent of 
63 cases reexamined ; 62.5 per cent terminated with full term deliveries ; 
one Was a foreeps case and four were normal ; 37.5 per cent terminated by 
miscarriage, two in the third month and one in the second month. The 
chart also shows the time of conception after operation in all the eight 
eases: In one case after four months, in one after eight months, in one 
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after nine months, in two cases after sixteen months, in the sixth case 
after nineteen months, in one after twenty months and in one case after 
twenty-five months. 

Chart V shows the summary of the eight cases of pregnancy in de- 
tail, three cases were in primipare and five in multipare. Conception 
occurred in from 4 months to 25 months after operation. Opportunity 
offered itself for reexamination of all the cases of pregnancy after de- 
livery or miscarriage. In all the cases examined the uterus was found 
in good anatomic position. The chart shows the length of time these 
cases were kept under observation, two eases for three years, four cases 
for two years and two cases for one year. The various operations per- 
formed on these cases are also shown. All the pregnancies occurred in 
young women below thirty years of age. 
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Chart V. 


Case, [lospital No. 20537, is of interest. She was thirty years old, was 
operated in April, 1918, for retroversion and rectocele. The patient 
had also a moderate degree of cystocele which was not repaired. She 
was relieved of all symptoms. Eight months later, she conceived and 
had a normal labor with a perineal laceration. Eleven months after 
delivery, examination showed the uterus in excellent anatomic position. 
The cystocele had increased and the rectocele had recurred. It is to be 
observed that this patient had passed through pregnaney, sustained a 
laceration during labor, but the uterus remained in a good anatomie 
position. In fact in all the five cases pregnancy and labor failed to 
nullify the success of the operation for retroversion. 

Attention is also called to the fact that in none of the cases is there 
a history of dystocia from the operation. Four out of the five labor cases 
had also the intraperitoneal ventrosuspension in addition to the short- 
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ening of the round Jigaments. The operation here devised does not 
create anything abnormal in the pelvis and therefore during labor no 
disturbance is to be expected from the operation. 


Cases Reevamined.—Chart VI shows graphically the cases that were 


STATISTICS OF 100 OPERATED CASES 
OF RETROVERSION 
RETURNED FOR RE-EXAMINATION 
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reexamined and the uterus found in good anatomic position at various 
periods after operation. Chart VIL summarizes the same facts but 
classifies the cases according to the years in which they were operated. 


These two charts show that in the 63 cases reexamined, 60 were success- 
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ful, giving 95 per cent success for the operation. The uterus in all these 
cases was found in good anatomic position and movable. 

In three cases the uterus was found in good position five years after 
operation. In three cases four years after operation, in seven cases three 
years, in ten cases two years, and in eleven cases one year after operation. 
In twenty-six cases the reexamination took place less than six months 
after operation. Three cases were reexamined six months after opera- 
tion, two cases five months, one case four months, one case three months 
and nineteen eases were not examined after the first two months after 
operation. 

The study of the cases reexamined justifies me in making the following 
deduction ; namely, if the anatomic position of the uterus is good at the 


OPERATION FOR RETROVERSION 
TT SUBPERITONEAL SHORTENING OF ROUND LIGAMENTS (GRAD) 
TI INTRAPERITONEAL VENTRO-SUSPENSION (GRAD) 
TI] SHORTENING OF UTERO-SACRAL LIGAMENTS 


| YEARS 
| 
| | Ne | 


No 
SHORTENING OF ROUND LIGAMENTS 


No 
INTRAPERITONEAL VENTRO-SUSPENSION 
6 
| 
4 | Noll 
; | SHORTENING UTEROSACRAL LIGAMENTS 
| | 
0 | 


ALL 3 OPERATIONS IN THE SAME CASE 


Chart VITI. 


end of six or eight months after operation, the uterus will remain per- 
manently in good position, even if pregnancy supervenes. In one ease, 
ITospital No. 15024, the patient was examined two months after opera- 
tion, on October 15, 1915. The second examination was 21% years later, 
in April, 1918. In the meantime she passed through a pregnancy and a 
normal delivery in November, 1916. The uterus was found in good 
anatomic position and she was free of symptoms. 


Chart VIIT summarizes the number of times that the three different 
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procedures that are recommended in the operation for the correction of 
a malposed uterus were used. The round ligaments were shortened up 
100 times, the intraperitoneal ventrosuspension was used in 54 per cent 
of cases, and the uterosacral ligaments were shortened in 16 per cent of 
cases and only in 6 per cent of cases were all the three procedures used 
in the same case. Today the percentage table is very much changed. 
The uterosacral ligaments are probably shortened in more than 60 per 
cent of cases, and instead of 6 per cent, the three operations in the same 
cases are used more than in 30 per cent of cases, 

Failures.—In three cases, Hospital No. 12140, 16703, 18087, respee- 
tively, the uterus was found retroverted after operation. One of these 
eases, 12140, has already been deseribed in detail in speaking of the 
cases of uncomplicated retroversion, 

The second case was in a young woman, twenty-two years old, married 
eighteen months, who was suffering with pain in the lower abdomen and 
dysmenorrhea since marriage. She was operated on in July, 1916, a di- 
latation and curettage, shortening of round ligaments and uterosacral 
ligaments, resection of the ovary, being done. She was reexamined one 
year and four months after operation when the uterus was found retro- 
verted. She claimed to have been partially relieved of dysmenorrhea. 
In this ease also, as in the previous one, | can give no reason for the 
failure of the operation. 

The third case was seventeen years old, single, suffering with pain in 
the lower abdomen. In March, 1916, a shortening of the round liga- 
ments, an intraperitoneal ventrosuspension and appendectomy were done. 
She was relieved of all symptoms and was in good condition in the early 
part of 1917. On October 23, 1918, examination showed the uterus retro- 
verted and she was also suffering with acute disease of the uterine ad- 
nexa., The case is put down as a failure, because the uterus was retro- 
verted. The truth of the matter is, that the patient became infected in 
the early part of 1917, and developed adnexal disease by October, 1918. 
She reentered the hospital in November, 1918, and at operation, a tubo- 
ovarian abscess was found on the right side and a pyosalpinx on the left 
side. A double salpingectomy and a right oophorectomy were done. 
The following note was made at the time of operation regarding the 
previous operation for retroversion. ‘‘The round ligaments which had 
been shortened up at the previous operation were examined and found to 
have remained shortened and there were no abnormalities about them. 
There was no evidence of suspension bands between the uterus and ab- 
dominal wall from the previous ventrosuspension. The cause of failure 
of the operation in this case is obvious. She was the victim of a pelvic 
infection and developed an inflammatory fixation of all the pelvic organs. 
If this case is excluded from the statistics of failures, the percentage of 
failures drops from 5 per cent to 3.1 per cent. 

In two cases, namely, No. 11334 and 12176, the original symptoms for 
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which the patient sought relief were not relieved by the operation, al- 
though the anatomic results were very good in both cases. In both, the 
uterus remained in good position and was movable. In one of these 
cases, No. 1534, there was a double uterus present, the patient suffering 
with dysmenorrhea and backache. Taking these two eases, unrelieved 
of symptoms, into consideration I find that the operation gives the follow- 
ing results by percentage: 


Retroversion of the uterus, anatomically relieved, 95 per cent. 
Retroversion of the uterus, symptomatically relieved, 80 per cent. 


I believe that the above figures make a very favorable showing for the 
operation of subperitoneal shortening of the round ligaments of the 
retroverted uterus. 

Inspection of Site of Operation Opportunity offered itself for in- 
spection of the field of operation of shortening of the round ligaments and 
ventrosuspension in three cases, where the abdomen had to be opened 
for other conditions. The cases were Nos. 11021, 17288, 18087, respee- 
tively. Careful notes were taken at the time of reopening the abdomen in 
all the three cases. Case 11021 was reopened on account of pain in the 
right ovary. It was a sclerotic ovary and was ablated at the second oper- 
ation. The following notes were taken at the time the abdomen was re- 
opened: ‘‘ Median abdominal incision through the old sear, dissection car- 
ried down to the fascia and the latter opened up. The peritoneal cavity 
could only be opened up by cutting through the omentum. The omentum 
was everywhere adherent to the abdominal incision. The uterus was 
found in good position. No suspension ligament was found on the fundus. 
The former operative site for shortening the right round ligament was 
then inspected. It was found that the ligament appeared perfectly 
normal and where it was folded on itself a small kernal of tissue was 
palpable beneath the peritoneum, The same condition prevailed on the 
left side. This inspection of the ligament was made nearly four years 
after the first operation. 

Case 17288 was reopened for a chronic salpingitis and oophoritis, 
overlooked at the time of her operation for retroversion. She was oper- 
ated on November 6, 1916, dilatation and curettage, perineorrhaphy, 
appendectomy, freeing of adhesions, and shortening of the round liga- 
ments being done. She was reopened on October 13, 1919, two years 
and eleven months after the first operation. The following notes were 
taken at the time of operation: ‘‘The uterus is in excellent position, a 
small kernel of thickened tissue under the peritoneum is palpable where 
the ligaments were folded on themselves. ”’ 

Case No. 17288 has already been described under the failure cases. 
Nothing abnormal was visible about the shortened up ligaments and no 
suspension ligament or band had formed as a result of the ventrosus- 
pension. This case was reopened two vears and seven months after the 
first operation. 


| 
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Comment. The operation of subperitoneal shortening of the round 
ligaments of the uterus described in this paper was devised in 1912, and 
since then modified in many ways. More than two hundred of these 
operations have now been done. The statistical studies presented here 
were obtained from the first hundred of these cases. During eight vears 
I have been constantly on the lookout for any possible complication that 
may arise from this operation. So far [ have not come across any such. 
I cannot imagine how any complication can arise from this operation. 
No peritoneal spaces are created for any possible intestinal strangulation 
to occur. No abnormal conditions are created in the abdominal wall. 
The mesosalpinx is not encroached upon by the operation. The Fallopian 
tubes cannot become twisted or kinked. The ovaries suffer no disturb- 
ance in their anatomie relation. The only structures involved in the 
operation are the anterior lavers of the broad ligaments, to lay bare the 
round ligaments, the round ligaments themselves, and the fibrous tissue 
about the internal abdeminal ring where the round ligaments emerge 
from the abdominal cavity. 


There are just a few precautions to be observed in performing this 
operation. After the layers of the broad ligaments are separated and 
the internal ring of the inguinal canal expesed to a point where the 
round ligament emerges, it will be found that the external iliac vessels 
are in the ammediate proximity. These vessels must be guarded from 
injury with the needle in passing the suture for shortening up the round 
ligaments. Only gross carelessness can possibly injure them. In grasp 
ing the fibers of the ring with the needle, the circumference of the ring 
pointing towards the abdominal parietes is to be taken into the grasp 
of the needle and not the lateral edge of the ring. By doing this there 
is no possibility of injuring the vessels which are exposed and constantly 
in sight, 

The next precaution to observe is to shorten up the ligaments to a 
desired degree, but not to make them too tense. The mesosalpinx should 
not be traumatized. This is easily avoided as these delicate structures 
are fully exposed and constantly under the eye. There are no diffi 
eulties encountered in the operation, it is a straightforward surgical 
procedure, 

Having done this operation repeatedly, T feel assured that those who 
will give the operation a trial will be pleased with the simplicity of the 
technie, with the ease and rapidity of applieation, and with the excellent 
results that follow this methed of shortening the reund ligaments of the 
uterus, 


CONCLUSIONS 


1. Every case of retroversion of the uterus with symptoms requires 
an abdeminal section. 


2. The operation of subperitoneal shortening of the round ligaments of 
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the uterus is one readily performed along definite surgical lines by a 
definite technic. 

3. It is not a time-consuming operation, a very important considera- 
tion. 

4. It creates no abnormal conditions in the pelvis or pelvie viscera. 
5. It tunnels no holes through the abdominal parietes. 
6. It causes no intraperitoneal or intrapelvic complications. 
It causes no complications during pregnancy or labor. 

8. The operation is devoid of mortality or morbidity. 

9. The final results of the operation show 95 per cent of successes, 
a very creditable showing, which compares well with any of the stand- 
ard operations now in use for retroversion of the uterus. 
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A PRELIMINARY REPORT ON PYELITIS IN PREGNANCY 
WITH REPORT OF CASES* 


By Greer BavGHuMan, M.D., F.A.CLS., RicuomMonp, Va. 


7 three cases of pyelitis in pregnancy to be reported, were selected 
hecause they were studied over a considerable period of time; they 
present certain features in Common that are rather characteristic of 
the condition and, at the same time, are sufficiently varied to make 
them interesting. All of them were treated with pelvie lavage; pyelo- 
vrams being taken from time to time as the pelvie size changed, pro- 
vided the condition of the patient warranted this added discomfort. 
All were private patients treated at a private hospital. 

So insidious is pyelitis in its onset, frequently giving rise to no 
local symptoms and causing no temperature, that one is often puzzled 
to find the eause of the malaise, headache, and nausea of which these 
women complain, The proper diagnosis is, however, very important; 
because an untreated pyelitis can be the predisposing cause of an abor- 
tion or a premature labor. That is serious enough; but when we re- 
member that even after delivery the pyelitis usually persists, infecting 
the kidney, reducing its function, or crippling it entirely, then pyelitis 
of pregnaney must be classed with the more serious complications of 
vestation. 

Since Kaltenbach, 1871, showed the connection between pyelitis and 
pregnaney, more or less interest has been taken in the subject. The 
question of the method of infeetion, whether it be by way of the 
Ivmphaties, the blood stream, or ascending from the bladder, has pro- 
duced a great deal of discussion. 

Neisser, Opitz and Foltin showed that the healthy intestine would 
not allow the bacillus coli to pass through its wall. Folin demon- 
strated that to produce a pyelitis it was necessary to tie off both ree- 
fum and ureter, but that the simple occlusion of the urethra was suffi- 
cient to produce a eystitis. 

Whatever our judgment as to the method of bacterial invasion, all 
are agreed that obstruction to the ureter is the predisposing cause, as 
was experimentally shown by Mirabau, 1907, when he found a pyelitis 
on the side that was tied when bacilli coli were injected into the ear of 
a guinea pig. It is interesting to note that Carl Franke, 1915, found 
a direct lymphatic connection between the rectum and the right kidney. 

While not denying the fact that the enlarging uterus itself, twisted 


to the right as it usually is, may be a decided factor in pressing upon 


*Read at the Thirty-Third Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons held at Atlantic City, N. J., September 20-22, 1920. 
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the ureter and causing dilatation with stagnation, certainly in the 
‘later months of pregnancy the presence of the presenting part in the 
pelvis, particularly if the patient be constipated, is the main predispos- 
ing cause of pyelitis by making direct pressure upon the ureter as it 
passes over the brim of the pelvis. 

In the treatment of pyelitis drainage seems to be the one important 
thing. The method of drainage has to be determined with each case. 
In some the giving of large amounts of hexamethylamine water is 
sufficient to overcome the obstruction, particularly if a posture is found 
that will remove the obstruction. Many cases will respond to pelvie 
lavage with drainage by means of a pelvic catheter. In some cases we 
are faced with the necessity of a nephrostomy, inducing abortion or 
premature labor. Of course rest in bed in such a manner that the best 
drainage may be obtained, proper diet, and attention to the bowels 
must not be overlooked. 

Case 1.—Mrs. J. M. (., 546. White; aged twenty-five; iii para; 5 feet 7 
inches tall; weight, 109 Ibs. Personal History: Measles and typhoid during child 


hood. Menstruates every twenty-six days; duration, five to six days; no pain or 
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Fig. 1 Mrs. J. M. C.—*1-A. Represents the curve of bacteria found in the bladder upon 
the days of treatment. (1. coli.) 


1-23. Represents the quantity of pus found in the bladder upon the days of treatment. 
2-A. Represents size of kidney pelvis of the right side upon the days of treatment, the 
iormal size of 10 ¢.c. being taken as standard. 


2-B. Represents the kidney function of the right side upon the days of treatment, the normal 
function being taken as 15. 

3-A. Represents size of kidney pelvis of the left side upon the days of treatment, the normal 
size of 10 c.c. being taken as standard. 

3-13. Represents the kidney function of the left side upon the days ot treatment, the normal 
function being taken as 15. 


labor was induced after the fifth treatment 


excessive flow. One abortion at third month in fall of 1916; cause not known, 
Wassermann, negative, First JIabor induced by Voorhees bag as pregnancy was 
prolonged. Labor uneventful; duration thirteen hours. Vulval tear; immediate 
catgut repair, Puerperium normal, Pelvic measurements normal, During the 


second full-term pregnancy she had a slight bleeding, July 16.  Quickening, De 
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cember 9, Nausea slight, but persistent for the first five months. Urine normal 
until February 25, 1920, when nausea became very bad. Vomiting very persistent. 
Pain over abdomen and back, with the greatest tenderness over right kidney, No 


elevation in temperature, Catheterized urine was acid and contained a few pus 


cells. 
Diagnosis: Acute pyelitis, right side, She was referred to Dr. Joseph F. 
Geisinger for eystoscopic examination and treatment. (The chart (Fig. 1) gives a 


graphic account of the results of the cystoscopic findings.) In spite of the fact 


that t 


ie condition of the kidney pelves showed no improvement, her clinical con- 
dition improved, The almost complete anorexia, present at first, was followed by 
an increased desire for food, At the fifth irrigation it was decided that the 
patient was in sufficiently good condition to justify the taking of a bromide 


pyelogram, The report, made by Dr. F, M, Hodges, showed that there was great 


Fig Mr I. M. C. 8-546. Bromide pyelogram. Mar. 18, 1920. Great distention of 
right pe nd ureter; moderate distention of left pelvis and ureter. Both ureters kinked and 
tort 


distention of the right kidney, pelvis and ureter, and moderate distention of left 
pelvis and ureter, Both ureters were kinked and tortuous, 

At the sixth irrigation it was noted that the patient had suffered a great 
deal after the last irrigation; she was not eating so well, and had considerable 
nausea, As the caleulated date of delivery was April 4 and the child viable, it 
was decided to induce premature labor, March 27 was the day selected for this 
purpose, as it had been found that the patient usually did better for four days after 
the irrigations. At 6:30 P.M. a bougie was introduced, Twenty-four hours later, 
labor not having started, the bougie was removed and a Voorhees bag introduced 
after manual dilatation of the cervix. Labor began shortly thereafter. The bag 
was pussed at 6:30 A.M., March 29, and at 8.50 A.M. a girl was born; weight, 6 Ibs., 
4 oz., and 49 em. long. The child is alive, breast-fed, and unusually healthy. No 
temperature during the puerperium, 


Five irrigations were given after delivery; the first, fourteen days after de- 
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livery. The clinical condition of the patient was markedly improved, On April 
2, a cystitis developed, which was treated by daily bladder irrigations followed 
by mercuricrome instillations. July 8, a catheterized specimen proved negative 
for pus or casts. Vaginal examination shows uterus and appendages normal, She 


has gained nine pounds in weight, and is feeling fine. 


CasE 2.—Mrs. R. C. H.—S8-132. White, aged twenty-six; primipara; 5 feet 
3% inches tall; weight, 107 lbs.; family history negative. Personal Ilistory: All 
infantile diseases. Diphtheria at ten. Develops urticaria when she takes quinine. 
Menstruates every 28 days; duration 4 to 5 days; no pain, Last menstruation 
June 1 to 5, 1919; quickening November 11, 1919; probable date of delivery 
March 7, 1920. Had a slight painful bleeding from the uterus November 15, 1919. 
Fetal movements continue vigorous. November 14, severe pain in back and right 
side; since that time has had temperature reaching as high as 104° F, Urination 
frequent, accompanied by burning sensation. Had a chill the morning of November 
19, the day I first saw her, and two other chills the same day. Evening tempera- 
ture 101°; leucocytes 16,000; polynuclear 90 per cent. Urine acid; trace of 
albumin; sp. gr. 1.018; a few pus cells and kidney epithelium, During the acute 


attack she suffered with nausea, Diagnosis: acute pyelitis, right side. The case 


Fig. 3.—Mrs. R. C. Hf.—1-A. Represents the curve of bacteria found in the bladder upon 
the days of treatment. I. coli were found except upon the thirteenth, fourteenth and sixteenth 
treatments, when staphylococcus albus was found. 

1-B. Represents the quantity of pus found in the bladder upon the days of treatment. 

2-A. Represents the size of the right kidney pelvis upon the days of treatment, 10 c.c, being 
taken as the normal. 

2-B. Represents the kidney function of the right side upon the days of treatment, the normal 
function being taken as 15. 

3-A. Represents the size of the left kidney pelvis upon the days of treatment, 10 c.c. being 
taken as the normal 

3-B. Represents the kidney function of the left side upon the days of treatment, the normal 
function being taken as 15 

She entered into labor after the twelfth treatment 


was turned over to Dr. Joseph F. Geisinger for cystoscopie examination and treat- 
ment. 

After the first three bladder irrigations the patient was improved decidedly, 
having but slight reaction, but the fourth treatment was followed by much nausea 
for two days. The fifth treatment was done with mercuricrome, sueceeded by very 
little reaction. It was possible to make bromide pyclograms at the sixth treat- 
ment, 


December 15, Dr. F. M. Hodges reported upon the bromide pyelogram that 
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the left pelvis and ureter were moderately distended; the right pelvis and ureter, 
though not completely filled, were more dilated than the left. Kink in ureters bhe- 
low pelvis, but dilated below that point. Vertebral column of fetus to the right; 
its position probably interfering seriously with the emptying of the kidney pelvis 
on that side, 

At the next irrigation the general appearance of the patient was improved, 
She had very Jittle reaction from the pyelogram., At the ninth irrigation it was 
noted that the right kidney pelvis failed to empty itself until aided by manipulation 
over the kidney region, At the next irrigation it was determined, the child being 
Viable, that labor should be induced January 31.0 A bromide pyelogram was made 
und reported upon by Dr. ff. M. Hodges, January 13. Fetus well shown, Moderate 


dilatation of both kidney pelves, marked on the right where there is distinct clubbing 


Vig Mrs. R. 8-132 la 13, 1920 Promide pyelograr Fetu 
Moderate dilatation of both kidney pelve narked on the right where there is clubbing of the 
calyee Distorted ureters in the upper part; not so much dilatation below 


of the calycees. Distorted ureters in the upper part; not so much dilatation below. 
Clinical condition good. Very little reaction followed the last irrigation. At the 
twelfth irrigation, January 19, it was noted that the patient suffered considerably 
during the examination, She was irrigated with 2 per cent silver nitrate solution, 
and, contrary to advice, went home immediately after the irrigation. She had a 
restless night. Labor began at 7 A.M., January 20. She was hurried to the 
hospital, Examination revealed complete dilatation of the os at 9 A.M. and delivery 
occurred at 1:40 pom. the same day. The baby was born asphyxiated and could be 
resuscitated with difficulty only. The child died at 6:15 p.m. The mother sustained 
fourchette tear which was immediately repaired. There was no temperature 
during the puerperium, 

January 31, eleven days after delivery, the lavages were started again. Very 
slow flow of urine, especially from the right side, was noted, It was necessary to 


use pressure upon the kidney to cause complete evacuation of the pelvis. Clinical 
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condition very good, At the next irrigation there was a fairly free flow of urine; 
but the right pelvis was evacuated only after pressure upon the pelvis from behind. 
There was no effect upon the flow of urine with the patient in the sitting posture. 

February 25, a bromide pyelogram was made by Dr. F. M. Hodges.  Ureters 
now practically normal in size, and there was no kinking of them, Left pelvis well 
filled and normal in size. Right pelvis only partially filled; solution has aceumu- 
lated in the calyces. He thinks that the general kidney shadow on the right side 
is smaller than normal, He also believes that the right kidney may be smaller 
than normal, accounting for the continued reduction of function on that side. 
Clinical condition of patient very good. At the irrigation on March 11, it was 
noted that the patient complained of some pain in passing No, 10 catheter. There 


was a free flow of urine from both sides. Clinical condition excellent. 


Fig. 5.—Mrs. R. C. Hl. 8-132. Feb. 23, 1920. Bromide pyelogram. Ureters now practically 
normal in size, no kinking of the ureters. Left pelvis well filled, normal in size. Right pelvis 
only partially filled, solution has accumulated in the calyces. The general kidney. shadow on 
the right side is smaller than normal. The kidney may be smaller than normal accounting 
for the reduction in function on that side. 


Case 3.—Mrs. J. T. D.—7-2172; white; aged 24; ii para; 5 ft. 3 in. tall; 
weight, 125 Ibs.; family history negative. Personal History: Wad all of the infan- 
tile diseases. One child, three years old. Normal delivery. No complications. Men- 
Struates every 28 days; duration, 7 days; no pain. Last menstruation March 1 to 8. 
Quickening June 27.) Probable date of delivery, December 6, 1919. Patient was 
first seen in consultation with Dr. Joseph Bear, October 16, 1919, She was then 
suffering from severe nausea and vomiting for a period of ten days. She com- 
plained of pain in her abdomen and back. There was great tenderness over both 
kidneys, particularly the right. Catheterized specimen of urine was acid in re- 
action, showed some pus and a few red blood cells. Temperature, 101.) Tempera- 
ture had been continuous for three days. There was considerable mucus in the 
stools. Diagnosis: Pyelitis, right side, with possible involvement of the left kidney. 


She was moved to the hospital and turned over to Dr. J. F. Geisinger for treatment. 
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Vig. Mrs. J. T. D.-—-1-A. Represents the curve of bacteria found in the bladder upon the 
days of treatment (Staphylococcus albus). 

1-2. Represents the quantity of pus found in the bladder upon the days of treatment. 

»-A. Represents the size of the right kidney pelvis upon the days of treatment, 10 c.c. being 
taken as normal, 

2-13. Represents the kidney function of the right side upon the days of treatment, the normal 
function being taken as 15. 

3-A. Represents the size of the left kidney pelvis upon the days of treatment, 10 c.c. being 
taken as normal 

3-2. Represents the kidney function of the left side upon the days of treatment, the normal 
function being taken as 1 

Labor was induced after the seventh treatment. 


Fig. 7—Mrs. J. T. D. 7-2172. Dec. 1, 1919. Bromide pyelogram. Marked dilatation of 
right pelvis and ureter, but smaller than the last examination. Kink in right ureter near pelvis. 


Left ureter also distended, as well as the pelvis, but the calyees are normal. 
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Examination at the hospital showed hemoglobin 60 per cent; leucocytes 8000; 
polynuclears 72 per cent; large mononuclears 10 per cent; lymphocytes 18 per cent. 
The result of the cystoscopic examination added to the diagnosis of pyelitis hydro- 


Fig. & Mrs. J. T. D., 7-2172. Dee. 9, 1919. Bromide pyelogram. Left side about the same, 
but the right side shows definite signs of improvement. 


Fig. 9.—Mrs. J. T. D., 7-2172. Dec. 18, 1919. Bromide pyelogram. Left ureter and pelvis 
moderately distended, right pelvis and ureter though not completely filled, more dilated than the 
left. Kink in ureters below pelvis, but ureters dilated below that point. 
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nephrosis, 
very much. 


was similar 


Following the first irrigation the patient’s nausea and vomiting improved 
The improvement continued after the second irrigation. The result 


after the third; but she began to have sweats. At the fourth irrigation, 


J.T. Feb. 2, 1920. Bromide pyelogram. VPelves and ureters almost 
normal, 
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lig 11 Mrs. Jj. T. D 47-2172 April 26, 1920 Bromide pyelogran Pelvis and ureters | 
practically normal 
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a bromide pyelogram was taken, but the plates did not show the pelves, At the 
fifth irrigation a successful bromide pyelogram was made by Dr. F. M. Hodges, 
which showed enormous dilatation of the right pelvis and ureter. The left pelvis 
proved normal, General condition of patient excellent ; she eats well, but has an 
occasional vomiting spell, Following the taking of the pyelogram she had a re- 
currence of nausea, vomiting and headache, though not so severe as when she was 
brought to the hospital. The catheter was left in the right pelvis for two hours 
after the irrigation of November 17. It was noted that the nausea, vomiting, and 
headache were much better since the last irrigation. As the child was now viable, 
and as the left pelvis had begun to dilate, it was decided to induce labor, 

At 9:20 P.M. a Voorhees bag was introduced. Since labor had not started, a 
hougie was also inserted. Labor began at 11:30 p.m. The bougie was passed, and 
at 12:7 a.M., November 19, a boy was born; weight, 7 Ibs., 12 0z.; length, 48 em. 
The baby thrived and is well, No temperature during the puerperium, 

Fourteen days after delivery she was irrigated and a bromide pyelogram was 
made by Dr. F. M. Hodges, He reported a marked dilatation of the right pelvis 
and ureter, but smaller than at the last examination. Kink in right ureter near the 
pelvis. Left ureter and pelvis also distended, but the calyees are normal, She was 
allowed to go home on December 2.) There was some reaction from the last irriga- 
tion. On December 9, a bromide pyelogram was made. It showed the left side about 
the sume as before, but the right side showed definite signs of improvment. Clinical 
condition good, On December 18, another bromide pyelogram was made, Kight 
pelvis well filled, slightly smaller than at the last examination, The calyces are 
practically normal, Ureter and pelvis: still dilated. Patient had a recurrence of 
sweating, Pelvie examination showed everything normal and nothing to account for 
the sweating. She is gaining weight. December 31, a bromide pyelogram was made 
again, but the plate was poor. However, both pelves were well filled, and both 
showed marked improvement. Clinical condition excellent. February 2, a bromide 
plate was made which showed the pelves almost normal in size. April 26, the con- 
dition of the patient is excellent. She said that she felt the catheters every inch 
of the way. 


SUMMARY 


1. In all of the cases the right pelvis was principally involved. 
2. In the first two cases the bladder was early and persistently in- 
volved. In the last case the bladder was occasionally inflamed. 

o>. In the first two cases the colon bacillus was the exciting cause. 
In the last case the staphylococcus albus. 

4. In all of the cases the curve representing the sizes of the right 
and left pelves is almost parallel. 

» The symptoms in all cases improved under irrigation. 

6. The most marked improvement was noted following delivery in 
all of the eases, showing that the obstruction was due to the uterus and 
its contents. 

7. The fact that the right kidney of the second case is congenitally 
small will account for the continued reduction of function upon that 
side, 

8%. There was noted a compensatory increase in function upon the 


side that was less involved. 
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9. It was possible to irrigate these cases within two weeks after 
delivery. 

10. None of the cases had any temperature during the puerperium. 

11. Even in enormous dilatations, as in Case 5 where the pelvis held 
100 ©.¢., a cure is possible. 

12. Living babies were born in the cases upon which labor was in- 
duced at the selected time; while the case that entered labor before the 
time set for the induction of labor, gave birth to a dead child. 
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THROMBOPHLEBITIS DURING THE PUERPERIUM FOLLOWING 
INFLUENZA, WITH A REPORT OF CASES* 


By Lewis F. Smeap, M.D., ToLepo, O. 


Hk present interest in septic pelvic puerperal thrombophlebitis 

arose when it was suggested that the pyemia, which makes the 
(lisease so serious, might be prevented by surgical intervention. In 
other fields of surgery, as early as 1784, John Hunter had success- 
fully treated a case of pyemia by ligating the saphenous vein; and in 
1884 Zauful had ligated the internal jugular vein for lateral sinus 
thrombophlebitis. In 1898 Freund suggested that, as in certain eases 
of fatal puerperal infection the only lesion present was a thrombo- 
phlebitis of the spermatic veins, the ligation or excision of these ves- 
sels would be a practical operation. Sippel in 1894, and Lusk in 1896, 
had already suggested hysterectomy with the excision of the throm- 
hosed veins as a method of dealing with the condition. In 1902 Tren- 
delenburg reported the first successful ligation of the pelvie veins for 
thrombophlebitis, and it was his paper, together with one by Bumm, 
that stimulated the interest in this subject. 

Since the report by Trendelenburg many exhaustive papers have 
been written on pelvic thrombophlebitis, attempting to establish the 
diagnosis, determine the indications for operation, and, by comparison 
of operative and nonoperative results, to decide the question of surgi- 
cal intervention. As yet, however, the number of operative cases is 
too small to make a final conclusion possible. 

Pelvic thrombophlebitis, following childbirth, is more common than 
is ordinarily realized. It has been found in from 30 to 50 per cent of 
cases dying of puerperal infection. There are many reasons why this 
condition should be frequent in the puerperium. The blood current is 
slowed in the pelvie veins and in the veins and sinuses of the uterus, 
because the large vessels of pregnancy have less to do in the puer- 
perium and also because the woman is quiet in bed and is weak and 
anemic after her delivery. Some of the veins are even filled with clots or 
thrombosed. This is especially true in a subinvoluted uterus. The in- 
creased viscosity of the blood and the high platelet count of pregnancy, 
also favor thrombosis. The traumatized pelvie veins and the open, torn 
uterine sinuses are especially susceptible to thrombophlebitis. 

The determining factor in thrombophlebitis, however, is the infee- 
tion which enters, as a rule, through the placental site, but also through 
tears in the cervix and vagina and, probably, not uncommonly by the 


_ *Read at the Thirty-Third Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons held at Atlantic City, N. J., September 20-22, 1920. 
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veneral circulation from such foci as infected teeth, tonsils, and air 
passages. The infecting organism is nearly always the streptococcus. 
In general we may speak of two types of puerperal thrombophlebitis: 
the acutely virulent, rapidly progressing type and a less virulent, sub- 
acute, slowly extending one. The acute infection goes rapidly along 
the interior of the blood vessels as an acute phlebitis. It proceeds 
more rapidly than the thrombus formation, reaches the general cireu- 
lation, and quickly produces a fatal septicemia. The subacute infec- 
tion also extends as a phlebitis, but is preceeded by a thrombosis, which 
delays or blocks its progress. These patients have a better chance 
than those suffering with the acute variety; however, the mortality is 
very high. In thrombophlebitis the infection begins in the torn, open, 
venous sinuses of the placental site and extends through the veins of 
the uterus to the pelvie veins, whence it goes by the ovarian, uterine, 
median, or smaller veins to the vena eava and general circulation. In 
the less virulent cases the infection is delayed or entirely blocked by 
the thrombus formation, which has preceded the infection and is in 
this case a conservative process. 

In a large percentage of cases, however, the infection works by the 
softening thrombus and, alone with bits of the thrombus, escapes into 
the circulation, producing rapid rises in temperature, chills, and meta- 
static foci in the lungs and other organs. Strangely, however, mas- 
sive, suddenly fatal, pulmonary emboli are rare in puerperal throm- 
bophlebitis. Later in the course of the disease the infection breaks 
through the vessel walls, producing a perivascular lymphangitis and 
not infrequently a localized collection of pus. Abscess formation with- 
in the walls of the uterus is also a common complication. 

The elinieal picture of uncomplicated, pelvic thrombophlebitis is 
quite characteristic. The temperature is the most reliable symptom. 
As in lateral sinus infection, it rises suddenly from normal to 105°R 
or 106°R and, in a short time, falls to slightly above or below normal, 
where it remains until the next sudden rise. During the high tempera- 
ture the patient looks flushed and ill, but during the remission it is hard 
to believe that she is not entirely well. 

The characteristic temperature is frequently preceded, for a few days, 
by a low grade fever. 

Severe, prolonged chills are present in the majority of cases. Not 
infrequently, however, they are few or entirely absent. Their early ap- 
pearance is supposed to indicate a grave prognosis. Their disappearance 
is said to indicate an early recovery. Fatal cases, however, may occur 
without any chills. 

The pulse rate fluctuates with the temperature, but is relatively low 
until the patient begins to suffer from severe sepsis, the result of the 
development of metastatic foci or of extensive abscess formation about 
the veins or of septicemia. 
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The blood cultures are as often negative as positive. Cultures taken 
near the time of a chill or sudden rise of temperature are more often 
positive. The occasional negative or positive blood culture is not of 
prognostic value; however, the constant presence of a positive culture 
is of serious moment. 

The prolonged course of this disease, lasting for months, is quite 
characteristic. Even without complications it may last for many weeks. 
The onset of the symptoms typical of thrombophlebitis may be within 
the first few days after delivery, but it is more often early in the second 
week, 

In phlebitis of the pelvie veins pain is usually absent. Slight tender- 
ness about the involved veins is the rule. When the infection breaks 
through the vein walls, pain and tenderness are of course present. The 
thrombosed vessels can usually be palpated at some stage of the disease. 
This is espeeially true when the uterine veins are the seat of trouble. 

When the ovarian veins are involved, they frequently cannot be pal- 
pated. In the early, acute cases the thrombosed veins can less often be 
discovered. In the early stages of thrombophlebitis the uterus is usually 
subinvoluted, and there may be some abnormal discharge in which the 
streptococcus is commonly found. Later, in the chronic eases, the uterus 
is small and firm. Aside from some edema on the side involved, the tubes 
and ovaries are normal. Peritoneal symptoms, if present, are due to the 
complications or sequelae of thrombophlebitis, not to the disease itself. 
Retrograde involvement of the femoral veins, with swelling of the legs, 
is a. sign of extensive invelvement and usually indicates a hopeless con- 
dition. 

Many men question whether there is a symptom complex by which 
pelvie-thrombophlebitis can be diagnosticated with reasonable accuracy. 
The extensively fluctuating, hectic temperature, frequent, severe chills, 
sharply defined, slightly tender masses in the region of the pelvie veins 
are convineing evidence of thrombophlebitis. Even if the chills are ab- 
sent and no thrombosed vessels are palpable, yet the peculiar tempera- 
ture and the patient’s unusually normal condition between temperature 
rises are. very suggestive symptoms, if the uterus and adnexa are free 
from inflammation. The prolonged course of the disease is also very 
characteristic. 

In septicemia the temperature fluctuates less, chills are not so common, 
the patient appears ill all the time, the pulse is higher, and blood cul- 
tures are more constantly positive. In pelvic lymphangitis the indura- 
tion is more extensive, not sharply defined, and very tender and painful. 
The course of the disease is less chronic, and the mortality relatively 
low. A small area of lymphangitis of a chronie type is difficult to dis- 
tinguish from a group of thrombosed pelvie vems. 

A puerperal thrombophlebitis in the veins outside of the pelvis is in- 
distinguishable from the same condition in the pelvic veins, so far as 
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symptoms are concerned. Not infrequently an infection passes by the 
pelvie veins and involves the iliae veins or the vena cava, primarily, just 
as it does so commonly the femoral vessels. 

The prognosis in puerperal thrombophlebitis is not good. In the non- 
operative cases the mortality is estimated from 50 to 100 per cent. 
Sanes vives it as 51.6 and Brettauer as 47.5 per cent. Miller vIVeS the 
gross mortality of the operative cases as 51.6 per cent and the corrected 
mortality, after leaving out the perfectly hopeless cases that never should 
have been operated, as 33.9 per cent. Williams thinks that early cases, 
involving the ovarian vein alone, should not give an operative mortality 
of more than 10 per cent. 

Undoubtedly, if we perfect our means of diagnosis and are on the 
lookout for these cases, we will not only get them earlier, but we will 
recognize some of the milder ones. This will improve the mortality rate 
of the nonoperative cases as well as the operative. It is not quite fair, 
it seems to me, to charge all the advanced, severe cases of the past to the 
nonoperative mortality record and to correct the operative record by 
omitting all the bad eases and including the early and mild ones. Inter- 
est in the treatment of septic puerperal thrombophlebitis has been chiefly 
surgical since 1902. 

Prophylaxis consists of intelligent, modern obstetrics, with careful asep- 
sis, complete evacuation of the uterus, good drainage, a minimum amount 
of traumatism, and as little hemorrhage as possible. In the puerperium 
it is important that the circulation be kept as aetive as possible by good 
food, fresh air, heart stimulation if necessary, and getting the patient 
out of bed as early as is reasonable. 

The nonsurgical treatment consists in general measures to keep up 
the body resistance, good food, abundance of fresh air, and the avoidance 
of anything which may dislodge the thrombus—such as douches, 
enemata, and pelvic examinations. Vaccine and serum treatment has 
been disappointing. 

The surgical treatment has consisted in the ligation or excision of the 
involved veins and in the drainage of perivascular abscesses. The trans- 
peritoneal route has proved better than the extraperitoneal or vaginal 
approach. The question of whether to ligate or to excise the involved 
veins has been more difficult for the profession to decide. Opinion, how- 
ever, seems in favor of ligation, unless rupture of a vein filled with pus 
seems likely or perivascular abscess actually exists. Excision or simple 
drainage then is advocated. In thrombophlebitis of the internal iliaes 
or median iliae veins, ligation is the only procedure anatomically possi- 
ble; but with the ovarians either excision or ligation can be done. Tf 
the operation is performed early in the disease, when other vessels are 
likely to become involved, all the cardinal veins must be ligated. In the 
late stages of the more chronic form of the disease one may be content to 
ligate only the vessels on the side diseased. 
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Baldwin, with excellent results, has done complete hysterectomy for 
thrombophlebitis of the pelvie veins. He ligated the arteries only, left 
the proximal ends of the veins open for drainage, filled the pelvis 
with gauze, and drained by the vagina. Ilis cases were desperate 
ones, containing abscesses in the uterine walls. The profession has not 
accepted hysterectomy in the treatment of simple thrombophlebitis of the 
pelvie veins, but in cases with abscesses in the uterine walls should be 
carefully considered. 

The common iliac veins and even the vena cava have been successfully 
ligated and without giving rise to gangrene or even much edema. Most 
of the patients, however, died because the infective process could not 
he stopped, but they lived long enough to prove the ligation itself not 
to be so serious. 

Those who favor the surgical treatment of thrombophlebitis assert 
that an accurate diagnosis can be made, that in the early eases the path- 
ology is limited to one side of the.pelvis and even to one ovarian vein 
in many cases, that ligation does arrest the progress of the disease if 
not too far advanced, that the operation at least does no harm, that the 
nonoperative mortality of 52 per cent can be reduced to 30 per cent or 
less by operation, and that a long, exhausting illness can be avoided. 

Those who are opposed to major surgery in thrombophlebitis argue 
that the diagnosis is not accurate, that usually the disease eannot be 
recognized until cure by operation is impossible, that interference in 
early cases will result in many unnecessary operations, that ligation fre- 
quently does not arrest the disease even in the vein involved, that it is 
impossible to ligate all veins by which infection may extend, that the 
disease often involves higher veins without involvement of the pelvie 
vessels, that fatal metastatic foci may exist at time of operation and be 
unrecognizable, that any major operation is serious for such patients, 
that the operative mortality is little less than the nonoperative, that 
there is serious danger in manipulating such virulent infections, that 
the thrombosis is a strietly conservative process not to be disturbed. 

It is generally avreed that it is useless to operate pelvie thrombo- 
phlebitis if serious metastatic foci exist, if there is a constant bacteremia 
or septicemia, if pelvie cellulitis, marked peritonitis, or extensive peri- 
vascular abscesses are found, and especially if the thrombophlebitis has 
involved the vena cava. It is impossible to say just what cases of throm- 
hophlebitis should be operated, and harder still to choose the best time 
for operation. The ultra acute cases, certainly, are not suitable for 
operation. The subaeute or chronie cases, however, offer some chance 
of cure. The number of chills <annot be used as a guide in choosing 
the time for operation. If, after the first aeute onset, the symptoms 
settle down to a definite, typical course; if there are no serious com- 
plications; if the patient is not improving but rather losing, operation 
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should be considered. However, great conservatism must be the rule in 


considering a major operation on the infeeted puerperal woman. 
CONCLUSIONS 


1. Puerperal pelvic thrombophlebitis is more common than is ordi- 
narily realized. 

2. The diagnosis can be fairly accurate. 

4. The source of the infection may have a distant as well as a local 
origin. 

+. The results of surgical treatment are probably slightly better than 
the nonoperative. 

». The indieations for operation are difficult to determine. 

6. The greatest conservatism must govern the choice of cases for oper- 
ation. 


7. The majority of cases should not be operated. 


The following cases were seen in consultation : 

Case 1.—On Jan, 25, 1920, Mrs. N. G. R., aged twenty-three, a vigorous primi 
para was delivered of a healthy child. Her pregnancy had been entirely normal 
and free from any unusual vaginal discharge or infection of the urinary tract. 

Labor lasted eleven hours, no instruments were used, and there was no unusual 
hemorrhage, Chloroform was given for three quarters of an hour, and three vaginal 
examinations were made without gloves. 

The delivery took place during an influenza epidemic and the baby and the grand 
mother suffered from the disease, 

On the third day of her puerperium the patient had a sudden rise of temperature 
to 105, with headache, cough, and coryza, The fever varied from 100° to 104.5° F. 
for twelve days. A diagnosis of influenza was made, 

For five days the patient had a low grade fever from 98°-100°. There was some 
discharge from a slowly-involuting uterus, 

On the twentieth day of her puerperium the patient had «a sudden rise of tem 
perature to 102° and for 36 devs she had a suddenly fluctuating temperature from 
99 to 104.5%. There were a few slight clills and many profuse sweats at the periods 
of high temperature, 

During a good part of each twenty-four hours the temperature was normal, and 
at this time the patient looked and felt well, and her appetite was good, 

At no time during the first five weeks of the illness could any pathology be found 
in the uterus, adnexa, or pelvie veins, The uterus involuted well, and no pain or 
soreness Was present in the pelvis or abdomen, 

In the sixth week soreness, pain, and induration appeared in the lower abdomen 
at the outer end of the right broad ligament. A cord-like thickening from the uterus 
to the mass in the right lower abdomen could be palpated by the vagina. An extra 
peritoneal abscess was opened by an abdominal incision, and one ounce of thick 
pus, containing a pure culture of pneumococcus, evacuated, 

The temperature then became normal for ten days only to be followed again by 
uw temperature typical of thrombophlebitis, after whieh another abscess developed 
und opened spontaneously. After some fluctuation the temperature became pernia 
nenthy normal, 


There were no metastatic foci at any time. The whole course of the disease was 
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a little more than one hundred days. The patient became quite anemic, but her 


condition never was extremely bad. At present she is perfectly well. 
The diagnosis in the case is thrombophlebitis of the right ovarian vein with peri- 
vascular abscess, 
CAsE 2.—Mrs. EF. W., aged thirty, the mother of one child, was delivered of a 
normal infant on March 10, 1920. Pregnancy had been normal, and she had had 
no abnormal vaginal discharge. 


Labor was short, no instruments were used, and no internal examination was 


made, Chloroform was given for ten minutes, There was no hemorrhage and no 
lacerations, 

Delivery took place in a hospital during an influenza epidemic, On the third 
day after delivery the patient had a sore throat, headache, and chill, and suffered an 
attack of influenza, 

On the seventh day the patient had a sudden rise of temperature to 104°, pulse 
112, and a severe chill. For twenty days thereafter the patient had rapid rises of 
temperature to from 102° to 105° with a pulse of from 90° to 120°, There were 
frequent chills and sweats. Between the rigors the patient looked well, and her 
appetite was good, 

The total course of the temperature was twenty-seven days, Pelvic examination 
showed the uterus to be small, the lochia normal, and adnexa not palpable. There 
was, however, a small, sharply-defined, moderately-tender induration in the base of 
the left broad ligament. This very gradually disappeared as the patient recovered, 
My diagnosis was thrombophlebitis of the left uterine vein. 

Case 3.—Mrs, E.G. G., aged twenty-seven, a primipara in rather poor health, was 
delivered of a sickly child, that died after three weeks, 

Her pregnancy had been normal and free from any infection of the vagina or of 
the urinary tract. | 

Labor lasted twenty hours. Instruments were used and chloroform was given as 
an anesthetic. There was a deep bilateral laceration in the cervix and a moderate 
one in the perineum, 


Delivery took place during an influenza epidemic and the patient suffered at least 
from a mild attack, 


On the third day of her puerperium the patient developed a temperature of 103° 


with some slight tenderness in her left lower abdomen. This gradually subsided and 


she left the hospital on the sixteenth day with a slight temperature. During the 


third week her temperature ranged from 99° to 100°, but there were no local symp- 
toms. At the beginning of her fourth week she suddenly developed a temperature 
of 102°, and a severe chill. The white blood count was 17,000, 


For cleven days 
she had sudden rises of temperature with slight chills. 


Between the rigors she was 
quite normal. The total duration of fever was 37 days. The uterus was large and 
subinvoluted, and there was some bloody discharge. The adnexa were normal, 

In the outer part of the broad ligament was a well-defined, slightly tender mass, 
palpable both by the abdominal and by the vaginal examination, This mass gradu 
ally disappeared after the temperature became normal. 

My diagnosis in the case was thrombophlebitis of the right ovarian vein, 
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(For discussion, see page 524.) 
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PSEUDOCHOWECYSTITIS* 
By Haroup D. Meeker, M.D., F.A.C.S., New York, N. Y. 


N RECENT years a few observers have recorded instances of certain 

bands or adhesions found in the upper abdomen and isolated cases 
have been reported. The consensus of opinion has been that the 
etiology must be definitely established and the bands scientifically 
classified before they will merit serious consideration. 

In a study of over four hundred laparotomies in which these bands 
were present, it was observed that certain types occurred with such 
a degree of constancy that the following arbitrary anatomic classifi- 


cation suggested itself: 


I. Bands Involving the Duodenum, 
1. Hepatoduodenal band. 
2. Choleeystoduodenal band. 
3. Hepatocystoduodenal band. 
II. Bands Involving the Stomach. 
1. Hepatogastrie band. 
2. Cholecystogastrie band, 
3. Hepatocystogastrie band, 
4. Duodenogastrie band. 
IIf. Pands Involving the Colon, 
1. Hepatocolie band. 
2. Choleceystocolie band. 
3. Hepatocystocolie band. 
Gastrocolie band. 


IV. Irregular. 


Other combinations may exist but none have been reported by others 
or observed by the writer. 


ETIOLOGY 


In the limited literature on this subject three theories have been 
advanced in an effort to explain the presence of these bands. One is 
that they are the remains of embryonal structures; another, that they 
are the result of evolutionary development; the third theory considers 
them the result of a toxie process. In the opinion of the writer all 
three factors may enter into their formation. In well nourished indi- 
viduals with strictly localized symptoms, without signs of toxemia, 
and without any history of a previous inflammation or operation, 
the bands are believed to be of embryonal origin, the strueture 
of which has gradually become altered so that a point is eventually 
reached when they interfere with the normal functioning of the in- 
volved organs. In these cases there is no apparent need for additional 


*Read at the Thirty-Third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, held at Atlantic City, N. J., September 20-22, 1920. 
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supports of the involved organs, which would be the underlying factor 
of an evolutionary development. Neither is their any evidence of a 
previous inflammatory condition which has called forth a protective 
exudate, to become subsequently organized and involve approximated 
organs in a reparative process. The bands present in this group then 
are considered as of embryonal origin, for the reason that their pres- 
ence does not appear to be explainable in any other way. An evolu- 
tionary origin is assumed for cases in which, in addition to the local 
symptoms, there is a pronounced toxemia associated with a viscerop- 
tosis, which always results in more or less interference with the 
mesenteric circulation with consequent nutritional disturbance and a 
general lowering of muscle tone. In other words the bands are de- 
veloped as aecessory ligaments in response to the demands of the 
prolonged downward drag for additional support. Any of the causes 
of a visceroptosis may thus be responsible for the subsequent develop- 
ment of the bands, which afford a practical demonstration of Nature’s 
attempt to reenforce supporting structures in the line of strain. The 
irregular bands or adhesions are believed to be the result of a loeal 
toxic process or the denudation of peritoneal cells at some previous 
operation. There is no biomechanical rule, no developmental process 
by which this irregular fixation of adjacent tissues can be logically 
explained. 

In this series of four hundred cases of bands found in the upper 
abdomen, the ones which occurred most frequently were those involv- 
ing the gall bladder, 140, or 35 per cent, being of this type. In view 
of its relative frequency, this particular group of bands is herewith 
given detailed consideration. 

The title pseudocholecystitis is self-suggestive, inasmuch as these 
cases almost invariably give rise to certain symptoms which we have 
been taught to interpret as indicating a cholecystitis. When operation, 
however, shows no evidence of a previous or present inflammatory 
process, it is obviously incorrect to classify the condition as choleeys- 
titis. A true cholecystitis and bands involving the gall bladder may 
coexist, in which «ase the inflammatory symptoms will mask those 
caused by the bands. 


AGE AND SEX 
It was observed that the majority of these bands occurred in women 
between the ages of thirty-five and forty-five. The youngest ease of the 
series was twenty years and the oldest sixty-five years. 
OCCUPATION 
Individuals who had undergone hardships in early life, improper or 
inadequate food, together with prolonged exertion; and those of seden- 


tary habits with an overabundance of food, seemed predisposed to the 
development of this condition. 
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HEREDITY 


Four instances occurred in which more than one member of the same 
family was operated upon for similar conditions. Several patients 
stated that the parents, or other members of the family, had had similar 
symptoms. If the origin of the bands in a particular case be embryonal, 
inherited tendencies or characteristics may be a factor; if evolutionary 
or inflammatory, similar living conditions and habits may be responsible 
for the development of like bands in the same family. 


AVERAGE HISTORY OF TYPICAL CASE 


In considering an average history of cases in which a pseudocholeeys- 
litis exists, two types should be kept in mind: those complicated by 


bands involving other viscera, and the uncomplicated cases. In this 


Fig. 1 Cholecystocolic band showing downward drag on gall bladder, 


upward pull on colon 
causing angulation of 


gut when patient is in the upright position. 


series 80 per cent were complicated by bands involving the terminal 
ileum, appendix or cecocolon; 10 per cent had either additional involve- 
ment of the small gut at the duodenojejunal angle, or of the pelvie colon, 
or both, or some other fixation band along the course of the gastro- 
intestinal tract. It will be seen that in most cases where bands occur in 
the upper abdomen, adventitious structures will be found in other parts 
of the same cavity and should always be looked for. 

In the average case of this group the symptoms are those of an intes- 
tinal toxemia of varying degree, in addition to local distress in the upper 
abdomen and, frequently, also at the site of involvement in some other 
part of the abdominal cavity. When the bands are sufficiently developed 
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to retard the feeal current, certain bacterial and chemical changes take 
place within the gut which are responsible for the resulting toxemia. 
These patients are apt to be poorly nourished, of sallow color and with 
dry and loose skin. They are always tired, in spite of a large amount of 
sleep. They are irritable, hypersensitive, and depressed. Obstinate 
constipation is the rule; but diarrhea, alternating with constipation and 
a chronic colitis, are frequently met with. Cold extremities, feeble heart 
sounds, and a low blood pressure are usually present. The local distress, 
in the instance of gall bladder involvement, is of slow onset, gradually 
getting worse. The discomfort is most marked after meals and is usually 
associated with gas in the stomach. An unusual amount of gas in the 
colon is apt to add to the epigastric discomfort because of the increased 


drag. 


Fig. 2.—Ilepatocystocolic band showing downward drag on gall bladder and liver, and fixation 


of 


Many patients have learned that the recumbent position diminishes dis- 
comfort and have acquired the habit of lying down for a time after 
meals. Some are never comfortable except when lying down; others 
may be relieved by posture but are never entirely free from discomfort. 
Jaundice may appear when the bands are so situated as to drag on the 
common duct and thus interfere with the flow of bile. This type of 
Jaundice is remittent and disappears rapidly when a posture is main- 
tained which relaxes the drag, but it promptly reappears when the up- 
right position is resumed. Reeurrent, so-called ‘‘bilious attacks’’ with 
vomiting, are common. Actual pain is rare; when, however, a band is 
attached well down on the gall bladder, toward or involving the duets, 
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sharp pain simulating gallstone colie may occur. Tenderness may always 
be elicited by making traction on the fixed points of the band. 

In the second or uncomplicated cases of pseudocholecystitis, the pa- 
tients are well nourished, do not show indications of intestinal toxemia 
and complain only of such local distress in the upper abdomen as has 
just been cited. The diagnosis of the various types of bands which may 
cause a pseudocholecystitis, will be considered separately in order of 
their most frequent occurrence. 

1. Cholecystocolic Band.—This type occurred in 47 per cent of the 
140 cases. The upper limit of the band is usually attached to the 
fundus of the gall bladder but may extend to the base of the eystie 


duct. The lower end is attached to the upper border of the transverse 


Fig. 3.--Cholecystoduodenal band showing drag on gall bladder and constriction of duodenum. 


colon, with prolongations extending to the transverse mesocolon. 
These bands vary in density, most being rather delicate, fibrous, and 
do not bleed when divided. The usual subjective symptoms have been 
alluded to. In the physical examination, direct pressure over the gall 
bladder gives rise to slight tenderness, deep pressure over the trans- 
verse colon just below the gall bladder also gives rise to slight tender- 
ness, but the moment the direct pressure at this point is changed to 
downward traction, pain is elicited not only under the finger tips but 
also at a point several inches above the examining fingers. This pro- 
cedure may cause sharp pain in the back and shoulder. This type of 
band may cause a degree of duodenal constriction depending upon its 
structure and point of attachment to the colon. 

In patients with an abdominal wall difficult to palpate, the position 
of the transverse colon may be well defined by passing a soft rubber 
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catheter into the rectum, attaching a Davidson syringe bulb to the 
catheter and inflating the bowel with air. The outline of the gut can 
occasionally be seen, frequently felt and always mapped out by per- 
cussion, by this method, and an abnormal fixed point readily deter- 
mined. 

A true cholecystitis may be eliminated by the absence of history or 
local signs of an inflammatory process. 

In differentiating a pseudocholecystitis from gallstones, the follow- 
ing procedure is of value: Place the patient in moderate Trendelenburg 
posture, with knees flexed to help secure the maximum relaxation of 
the abdominal wall. If deep palpation over the gall bladder gives 
rise to pain or tenderness, which is increased by pressure upwards 


Fig. 4.—Hepatocystoduodenal band showing drag on gall bladder and liver, and constriction 
and fixation of duodenum. 


under the liver, gallstones are probably present. If upward pressure 
relieves or does not increase the discomfort, and downward traction 
aggravates it, a cholecystocolic band probably exists. If pain is 
caused under the examining fingers by pressing the gall bladder up 
under the liver and pain is also caused by downward traction below 
the gall bladder but referred to a point above the finger-tips, as well 
as directly under them, gallstones and a cholecystocolie band probably 
coexist. An x-ray examination may show gastrointestinal motor in- 
sufficiency, duodenal constriction and an angulation of the transverse 
colon if the plate is made with the patient in the upright position. 
Such examination, however, is of no great value in determining the 
presence or absence of a cholecystocolic band. The strain produced 


by a band of this type is downward on the gall bladder and upward 
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on the transverse colon. Gall bladders have been observed extending 
from one to four and a half inches beyond the liver margin, as a result 
of the prolonged downward drag. 

2. Hepatocystocolic Band.—This type was present in 18 per cent of 
the series. In most instances the attachment to the liver is close to the 
eystic fossa and consequently gives rise to signs and symptoms practi- 
cally identical with those caused by a choleeyvstocolic band. It is of no 
material advantage to differentiate the two. 

3. Cholecystoduodenal Band.—Sixteen per cent of the involved gall 
bladders showed bands of this type. This variety may cause duodenal 
constriction and more rarely a degree of rotation. The amount of re- 


sistance to the passage of the duodenal contents determines the degree 


che 
Fig. 5 Cystogastric band. Gall bladder dragged downward and to left, pyloric end of stomach 
pulled to the right. Duodenum constricted. 


of duodenal dilatation above the point of constriction as well as the 
gastric dilatation and delay. Patients with this type usually complain 
of chronic indigestion with marked fermentation. Frequently there is 
pain in the epigastrium whieh is relieved or ceases when the patient lies 
down. An acute inflammatory condition may be eliminated by the his- 
tory. Tenderness over the gall bladder extending downward and to the 
left, sharply localized, increased by downward traction, but decreased 
by upward traction, when present with any or all of the aforementioned 
subjective symptoms, suggests the presence of this type of band. X-ray 
eXamination may show a duodenal dilatation above the band and irregu- 
larities in the involved gut which are frequently interpreted as indicating 
duodenal uleers. The line of strain is downward and to the left on the 


gall bladder, and upward and to the right on the duodenum. 
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4. Hepatocystoduodenal Band.—Thirteen per cent of the series had 
this type of band. The signs and symptoms of the combined type do not 
differ materially from those of the cholecystoduodenal type and there 
is no material advantage in differentiating the two. 


Fig. Ilepatocystogastric band. Same as Fig. 5 with addition of liver drag. 


Fig. 7.—Technie of repair. Margin of band lifted from underlying struct 


ures and nicked with 
scissors preparatory to undermining of edges. 


Dd. The cystogastric band was present in 3 per cent of the cases. These 
bands also vary in density. The most frequent point of gastric attach- 


ment is on the greater curvature, 4 to 5 em. from the pylorus. Fibrous 
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prolongations are often seen attached to the gastrocolic omentum. The 
strain is downward and to the left on the gall bladder and upward and 
to the right on the stomach. 


SYMPTOMS 


There is tenderness at the points of attachment of the band, and there 
may be constriction of the duodenum between these two points. Patients 
complain of a varying amount of discomfort in the gall bladder region, 
gastric fermentation and pain, the severity of which may be influenced 
by the power of the gastric muscle contraction and the weight of the 
stomach contents. The discomfort is usually modified or relieved by 
the recumbent position. 


Fig. & Showing method of Llunt dissection. After the underlying loose tissues have been 
pushed aside the edges of band are further divided transversely until all tension and abnormal 
fixation has disappeared. Surrounding peritoneum is further undermined if necessary, to permit 
covering of raw surfaces without tension. 


DIAGNOSIS 


This type of gall bladder involvement may be distinguished from a 
true cholecystitis by an absence of inflammatory symptoms. Pressure 
and traction downward and to the left over the pyloric end of the stom- 
ach gives rise to pain in the region of the gall bladder as well as directly 
under the finger-tips. The gastric attachment of the band may be so 
placed as to cause a water-trap stomach, as seen in the accompanying 
illustration. These cases are very frequently diagnosticated as gastric ul- 
cer solely on the persistent and sharply localized point of gastric tender- 
ness. X-ray examination may show a duodenal dilatation above the band 
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and a delayed emptying time of the stomach. <Any irregularity detected 
in the stomach at the site of attachment of the band, is often wrongly in- 
terpreted to indicate an uleer or neoplasm. 

6. The Hepatocystogastric Band was also found in 3 per cent of the 
cases. The line of strain in this type is downward and to the left on the 
liver and gall bladder and upward and to the right on the stomach. The 
physical signs, symptoms, and x-ray findings are practically identical 
with those of the eystogastrie bands. 

Irregular bands adhering to no definite type or combination of types 
are the result of a preceding inflammatory process, or due to peritoneal 
irritation at a previous operation. 

The signs and symptoms of this group are inconstant, depending upon 
the structures involved and the degree of involvement. <A history of a 


fig. 9.—-Showing method of inserting stitches to cover raw surface and invert raw edges of 
divided band. 


previous operation or of symptoms indicative of an antedating inflam- 
mation in the upper abdomen together with functional disorders of one 
or more viscera of this region, suggests the presence of the irregular 
bands or adhesions. 


SURGICAL REPAIR 


When these bands have developed sufficiently to interfere with normal 
function of the involved organs, conservative measures are unsatisfactory 
and operation offers the only permanent relief. The surgical repair con- 
sists in the division of abnormal attachments which interfere with normal 
physiologic processes and the covering of all raw surfaces with peri- 
toneum. This can usually be accomplished by dividing the bands 
transversely and suturing longitudinally with inversion of the raw edges. 
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In some instances, especially in the irregular types, omental grafts are 
used to insure proper covering of raw surfaces. Very fine round needles 
should be used, threaded with fine oiled linen or the finest catgut. 

The technic employed in the surgical repair of an average cholecysto- 


eolie band is shown in the accompanying illustrations. 
CONCLUSIONS 


1. The oceurrence of adventitious bands in the upper abdomen has 


heen established beyond question. 


2. These bands give rise to definite symptoms. 
4. The gall bladder is the viseus most frequently involved, the re- 


sulting symptoms simulate a cholecystitis. 

t. Plastic surgery has given definite relief. As complete freedom 
from symptoms has been recorded ten years after operation, it is 
reasonable to suppose relief may be permanent. 

®. It is illogieal and unfair to patients to withhold a chance of relief 
hecause the origin of these bands may not yet have been definitely 
established. 

6. The frequency with which adventitious bands in other parts of 
the abdomen coexist with those of the upper abdomen, emphasizes the 
importance of a thorough search of the entire gastrointestinal tract 
for abnormal bands and fixed points. 

7. It is to be hoped that a comprehensive discussion of these bands 
will be found in the surgical text books of the near future. A know! 
edge of the condition will be the means of restoring to a life of comfort 
many individuals otherwise condemned to continued suffering. 

17 Firty-SEVENTH STREET. 
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BENIGN MAMMARY TUMORS AND INTESTINAL TOXEMIA* 
By SeaMAN BatnpripGe, M.C., U.S. N. R. F., New York, N. Y. 


HE present paper purposes to record a series of twenty-five cases of 

abnormal mammary changes apparently caused by autointoxication. 
When these cases are seen in their early stages the breast condition is 
often overlooked ; when they have developed into a more easily recognized 
state, frequently a diagnosis of malignant disease is made. 

Each of the cases reported herein suffered from a coexistant chronie 
intestinal toxemia, and the amount of poisoning was reflected, in many 
instances, in the degree of change in the mammary tissue. When the 
autointoxication was relieved the breasts either markedly improved or 
returned entirely to the normal. 

These cases classify themselves, more or less, into three groups. 1. 
Those with a condensation or lobular induration of the upper, outer 
quadrants of the breasts, usually along the edge of the large pectoral 
muscle, and where the dependent breast drags on the upper axillary 
margin. This oceurs in both mamme, but more frequently in the left. 
Such terms as ‘‘toxic breasts,’’ ‘‘lumpy breasts’? or ‘‘stasis lumps’’ 
are descriptive of this condition. 2. Those cases that have, in addition to 
the above, and in the same region, localized degeneration with adenomata 
or eystomata. 38. Those that have an abnormal discharge from the 
nipple in conjunction with one or the other of the above conditions. 

The diminishing of the gastrointestinal fermentation by diet, di- 
gestives, intestinal antisepties, high alkaline colonie irrigations, and 
certain physiotherapeutic measures, is of distinct value. The use of 
these agents, together with a support to the breasts and a proper up- 
lifting abdominal corset, often result in a complete disappearance of the 
breast lumps or tumors. However, some of the cases require surgical 
intervention of the underlying abdominal condition before the toxic 
poisoning is sufficiently relieved as to noticeably benefit the breasts. 

In those cases where there is a cyst or adenoma in addition to a general 
lobular condition of the breasts, the removal of the growth and the eor- 
rection of the intestinal stasis, by medical or surgical means, often result 
in the mamme becoming completely normal. <A preliminary lessening 
of the general toxic condition, in some cases, materially helped in loeat- 
ing the real existing benign neoplasm, and hence it was made possible 
to save a considerable amount of curable breast tissue. By this means 
the patients were saved the mental and physical shock of an unnecessary 
amputation. 


*Read at the Thirty-third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, held at Atlantic City, N. J., September 20-22, 1920. 
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The majority of the following cases had marked chronic intestinal 
toxemia without any apparent accompanying pelvie disorder; a few had, 
in addition, complicating pathology: Five cases were cured with- 
out operation. Fifteen cases were cured by surgical relief of the chronic 
intestinal stasis, without operative interference of the mamme. One 
‘ase was cured by the removal of an adenoma from a generally lumpy 
breast, with an abdominal section for the underlying intestinal pathology. 
Three cases were cured by the removal of an adenoma or cystoma from a 
toxie breast, and by the preliminary and the after treatment for the 
intestinal toxemia. One ease is that of toxie breasts which had been re- 
moved; the underlying condition not having been recognized. 


Case 1.—I. I.; age thirty-five; female; single. First seen May 12, 1919. Constipa- 
tion with usual symptoms of intestinal stasis; backache. On examination, found 
floating right kidney; general enteroptosis; mass of feces in lower colon; considerable 
gas in ascending and transverse colon; marked lumpy condition in upper, outer 
quadrant left breast. Prescribed tonic, laxatives, uplifting corset belt; special ab- 
dominal exercises, and general hygienic regime, June, 1920: Patient in excellent 
health; constipation relieved; no longer any lumps in breast. September 1920, 


passed examination to enter training school for nurses of large metropolitan hospital. 


Case 2.—F. S.; age thirty-three; female; single. First seen September, 1898. 
Marked constipation; frequent attacks of intestinal gas; distinct lumps in upper, 
outer quadrant of left breast; nipple normal. Very much worried about cancer, 
Prescribed diet, cathartics, and support to breasts, with very careful and frequent 
examination. Six months after treatment was begun lumps in breasts disappeared. 
For some years, patient noticed that if she became constipated and had ‘‘indiges- 
tion,’’ there was a return of the lumpy condition. This was relieved by thorough 


catharsis. August, 1920: Breasts perfectly normal. 


CASE 3.—J. L.; age thirty; female; single. First seen January, 1919. Subacute 
attack of rheumatic fever; feet extremely swollen; painful; intestinal indigestion ; 
headaches; nausea; marked constipation, On examination found intestinal stasis; 
large lumps in both breasts; enlarged glands of neck; swelling of feet and ankles. 
Prescribed diet; high alkaline colonie irrigations; salicylates, for a short time, 
eatharties, with physiotherapy as able to take it. September 1920; Under treatment, 
swelling and pain in joints of feet and elsewhere gradually disappared. Lumps in 
breasts entirely gone after two months. Twice she allowed herself to become consti- 
pated and to be indisereet with diet and at both times noticed a soreness and distinet 


lumpy condition of breasts, which disappeared upon resorting to careful treatment. 


Case 4.—W. R.; age twenty-eight; female; married. First seen November 4 
1906, Rectal abscess and cyst of perineum removed. In 1919 complained of intes- 
tinal gas; loss of weight; constipation; soreness of breasts, worried about eancer. 
On examination, found gastroptosis; ascending colon and hepatic flexure clogged 
with feeal matter; considerable gas; distinet lumpy condition throughout breasts, 
more marked in upper, outer quadrant. Preseribed abdominal and breast supports ; 
laxatives; high alkaline colonic irrigations several times a week; diet; tonie; special 
exercise, June, 1920: Patient stated she was no longer a ‘‘nervous wreck?’?: when 
careful of diet and bowels there is no soreness in breasts, Considers herself well, 


August, 1920: Exeellent condition: breasts normal. 
CASE 5.—A. G.; age forty-eight vears; female; married. First seen December 9, 


1918. Complained of pain and discomfort in left breast. On examination, found 
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breasts very large, dependent, and the inner quadrant of left one slightly lobulated ; 
no real tumor formation. Prescribed breast support; laxatives, with usual hygienic 
regime and careful watching. June, 1920: Lumpy condition of breasts entirely re- 


lieved—still a little soreness; constipation improved. 


CAsE 6.—A, B.*; age twenty-five; female; widow. First seen February 23, 1916. 
March, 1915, severe pain right iliae fossa; morphine prescribed; several recurrences ; 
constipation. Since August, 1915, constant bloody discharge from left breast; later 
distinct lump developed. Radical amputation advised by several surgeons. Diagnosis 
of cancer made by several of them. “On examination, found distinet tenderness right 
iliac fossa; abdominal gas; lumpy condition in upper quadrant of left breast; on 
deep pressure, nipple exuded bloody serum, Advised surgical interference for ab- 
dominal condition and that breast be kept under careful surveillance. Operation, 
March 11, 1916: Large, pendutous eccum; dilated terminal ileum; incompetent ileo- 
cecal valve; many abdominal bands and adhesions. Conditions corrected. (See 


Fig. 1.) August, 1920: Excellent general condition; breasts normal; no discharge 


Fig. 1.—1. Heopelvic band. 2. Kinked appendix attached to ileopelvic band. 3. Blunt. re- 
tractor holding ileum upward. 4. Pendulous cecum. §. Pericolic bands, so-called ‘Jackson 


since sixth day after operation, One month previous to my examination she saw 


a physician in the South who pronounced her ‘£100 per cent perfect.’? 
‘ 


Case 7.—C., Ht; age forty-one; female; married, First seen May 27, 1914. For 
a year enlarged right breast with constant pain; amputation advised by several sur 
geons, For many years atttacks of pain in regions of stomach and appendix. On ex 
amination, found dependent, lumpy breasts; nipples not retracted; pain over epigas 
trium on pressure; chronic appendix; intestinal stasis. Advised surgeon who referred 
patient for an opinion, to operate upon abdomen and to keep breasts under observa 
tion. Abdominal operation performed and diagnosis confirmed. No breast operation, 


June, 1920: Report by surgeon—patient’s general health good; breasts normal, 


Cask 8.—C, C.t; age twenty-two; female; single. First seen March 1, 1915. 


Marked neurasthenia; constant nausea; vomiting and dizziness. No satisfactory im- 


*Case reported in part. in Woman’s Med. Jour., May, 1917. 


‘Case reported in part in: Conservation of Human Breast, Internat. Jour. Surg., July, 1915. 
$Case reported in part: Am. Jour. Obst. and Dis. Women and Children, February, 1917. 
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provement after nine months medical treatme 
ists. On examination found enlarged stomach; 


chain of lumps extending down axillary line into substance of 
Mareh 12, 1913: Marked cnteroptosis ; drag on duodenum by bands 


colon: mobile eee mi, acting us bucket to retain fecal matter, 


will of abdomen, pulling over 


dominal bands and adhe SIOMS, Conditions corrected so far as wssible, 


| Adherent and kinked apy 


Vig Heal obstruction 
j. Thickened portion of mesocolon along line of mechanical stress. 
Advised 
of breasts. July, 1920: Breasts perfectly normal; no nausea or 
physical and mental condition. 


Case W.; age thirty; female; married lirst seen January 


many years acute attacks 
headaches; abdominal gas; loss of weight. 
in upper, outer quadrants both breasts; chronic 
12, 1917: Great omentum adherent to rieht loteral 


Fig. 3 fr, Stomach lates rst portion duodenun 


breasts. 


to 


peritoneum and hanging into true pelvis; 


abdominal support and light brassiere for a time, with careful 
vomiting; 
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visceroptosis; mobile cecum; 


nt under care of gastrointestinal special- 
distinct 


Operation, 


transverse 


many 


M 


Dy 


intestinal stasis. Operation, 


wall of abdomen: 


1917. 
of **indigestion’? with pain in left side; vomiting; 
On examination, found lumpy condition 


two 


ab 


dragging on posterior 


im. 


observation 


excellent 


or 


fever; 


February 


bands 


(Sec Fig 2.) 
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across duodenum, one to pylorus and other to transverse colon; band of adhesions 
twisting junction of small and large bowel; rotating and mobile cecum with diver- 


ticulum; tense band from posterior wall of abdomen attached to bowel, causing point 


Fig. 4.—,. Cecal diverticulum. 2. Rotated, mobile cecum. 3. Hleum. 


of obstruction, Conditions corrected. (See Figs, 3 and 4.) July, 1920: Patient in 
excellent condition; pain, indigestion, vomiting, ete., relieved; breasts normal; lumps 
entirely disappeared, 


Case 10.—IL. K.*; age twenty-five; female; single. First seen April 10, 1916. 
In 1914 had appendix removed ; lost twenty-three pounds since then; troubled with 
gas; nausea; vomiting; abdominal discomfort; ‘‘at times kidneys do not work for 
whole day.’’ 


a 
On examination found diffuse psoriasis of extremities and body; ab- 
dominal gas; dilated and prolapsed cecum; tenderness over terminal ileum; lumpy 
breasts. Operation, April 14, 1916: Adhesions from apex to base of gall bladder, 


indenting duodenum; extending towards stomach; band from transverse colon, 


almost causing obstruction of duodenum; duodenojejunal kink; dilated duodenum ; 
band across ascending colon causing partial obstruction; mobile and dilated cecum. 


Operative conditions corrected, (See Figs. 5, 6, 7.) July, 1920: Patient reported 


1, and Medical Press and Circular, london, 
April, 1 
pril, 
Previ ature, where the clinical symptoms simulated 
uttacl ( he gall bladder. Release of the band as shown 


It is gratifying to observe that since I have 
ystitis’ as entities, others have been employing 
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by letter from Coblenz, Germany. Physical condition most satisfactory ; lumps in 
breasts entirely gone; psoriasis improved, but persists. 
Case 11.—J. M.; age forty two; female; married. First seen October 5, 1917. 
Pain in back and right, lower abdominal quadrant; tenderness in epigastrium; usual 1 
symptoms of intestinal toxemia with constipation. On examination found uterine | 


Fig. 5 . Stomach. 2. Gall bladder elevated by forceps. 3. Exposed band from base of : 
gall bladder, across to and indenting duodenum, and attached to transverse colon below. Trac- 
tion on transverse colon caused kinking and twisting of ducts, resulting in retention of bile 
in gall bladder. 4. Transverse colon, 


Fig. 6 Band across ascending colon causing partial obstruction. » Mobile, dilated cecum. 
3. Blunt retractor holding up dilated ileum. 4 Karly stages of development of an ileopelvic 
band 


polyp; cystocele ; perineal laceration: chronic appendix ; Heal stusis: marked lumpy 
condition upper, outer quadrant left breast. Operation, October I1, 1917: Chronically 
inflamed and kinked appendix; adhesions around great omentum and gall bladder, 
Pelvic and abdominal conditions corrected, July, 1920: Excellent physical condition ; 
constipation much improved and easily controlled by mild laxatives; no longer any 


lumps in breast. 


f | 
Le 
2 J 
2 


BAINBRIDGE: BENIGN MAMMARY TUMORS 471 


Case 12.—Van B.; age twenty-six; female; married. First seen August 18, 1919. 
For many years ‘‘stomach trouble with bilious colic’’; attacks of pain right upper 
quadrant of abdomen, extending to back; recently more marked and more frequent. 
On examination found dilated gall bladder; chronie intestinal stasis; lumps in upper, 
cuter quadrants both breasts. Operation, September 19, 1919: Adhesions and bands 


Fig. 7.—-1. Transverse colon held up, exposing under surface of transverse mesocolon. 2. Duo 
denojejunal kink. 3. Dilated duodenum. 4. Jejunum. 


right upper quadrant corrected; inflamed and thickened gall bladder with stones 
in cystic duct removed. Patient’s condition was such it was deemed inadvisable to 
attack right lower quadrant. Prescribed uplifting corset; diet; cathartics. July, 
1920: Patient free from attacks of abdominal pain; stasis symptoms relieved; breasts 
normal; lumpy condition disappeared; gain of weight; general condition greatly im- 


proved, 


Fig. &.—7. Retrocecal pouch. 2. Heopelvic band. 3. Dilated ileum held up by blunt. retractor. 
4. Adherent appendix. 


Cask 13.—M. G.; female; single. First seen March 2, 1916. Typical symptoms 
cf chronic intestinal stasis. On examination, found patient anemic; abdominal gas; 


enteroptosis; intestinal stasis; enlarged and retroverted uterus; tenderness over left 
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ovarian region; breasts lumpy at outer quadrants. , Operation, March 10, 1916: Band 
from transverse colon to gall bladder; enlarged cecum with retroceeal pouch ; appendix 
adherent to wall of diverticulum; last loop of cclon fixed in abnormal position by 
hands; retroverted uterus, Conditions corrected. See Fig. 8.) August, 1920: Ex- 


ecHent physical condition; breasts normal, 


Case 14.--H. S.; age thirty; female; single. First seen November 12, 1915, 
Patient stated she had stomach trouble twelve years; frequent vomiting; lump in pit 
of stomach; constipation; headaches. On examination found distinet lumpy con 
dition in upper, outer quadrant right breast; r sistance over epigastrium; head of 
colon tender; marked abdominal gas. Operation, February 25, 1916: Strong band 
from transverse colon to gall bladder; constriction at duodenojejunal angle caused 
by band: ileopelvie band with appendiceal tie; dilatation ascending colon; dilatation 
and rotation cf cecum, Conditions corrected, July, 1920: Markedly improved ; 
breasts free of lumpy condition; normal, 

Case 15.—L. S.; age thirty-seven; female; single. First seen May 6, 1907. 
Complained of hardening and lumpiness of right breast. Advice given as to support 
of breasts and constipation, In 1916 returned for treatment complaining of discharge 
of milky serum from both nipples; many lumps throughout breasts; marked leu- 
corrhea and exeessive bleeding at periods. On examination found breasts very lumpy 
with a numler of seeming cysts in both mamme, Large fibroid mass in uterus, 
Operation, December 27, 1916: Panhysterectomy for multiple fibroids; appendectomy ; 
large, sacculated cecum plicated, Milky secretion in both breasts removed. No 
breast operation. May, 1920: Patient in good condition; no mammary discharge ; 
breasts normal, 

Case 16.—C, H.; age thirty; female; single. First seen June 16, 1915. Begin 
ning epileptic seizures nine years ago continuing off and on since; more frequent at 
present time; dizziness; dysmenorrhea, On examination found terminal ileum tender ; 
upper quadrant of left breast lumpy; uterus congested and retroverted. Operation, 
July 1, 1915: Appendix removed; uterus stitched forward. July, 1920: Excellent 
condition; no epileptie seizures last four years; lumpy condition of breasts entirely 
relieved, Embraced Christian Science some months after operation and gives full 
credit to this form of treatment. 


CASE 17.—A. 8.3 age thirty-two; female; single. First seen July 30, 1919. Six 
years ago developed severe backaches; palpitation; gas; abdominal pain; marked 
constipation and lumps in breasts. Operation, August 2, 1919: Abdominal and pelvic 
adhesions; right ovary fibroid and cystic; adherent appendix; stasis. Conditions cor 
rected, (Note: Had previous laparotomy in 1917.) August, 1920: Twenty-seven 
pounds gain in weight; marked improvement in physical condition; constipation prac 


tically corrected; no longer any lumps in breasts. 


Case 18.—HL.C.; age forty-three; female; married, First seen January 10, 1917. 
In 1905 had operation for acute appendicitis with abscess; since then troubled with 
gas, headaches; constipation, October 1916, sudden attack of indigestion; pain 
through back; severe vomiting. On examination, found tenderness over gall bladder; 
slightly enlarged liver; intestinal stasis; breasts somewhat lumpy. Operation, Febru 
ary 14, 1917: Great omentum thickened and tightly adherent to old wound; cecum 
rotated and anchored into right side; terminal ileum tightly adherent to posterior 
uhbdominal wall; gall bladder fastened to duodenum by bands; fifty-two gallstones; 
many abdominal bands, Operative conditions corrected as far as possible. August, 


1920: Bowels regular; excellent physieal condition; no lumps in breasts, 


Case 19.—W.1L.; age thirty-four; marricd; female. First seen November 
Complained 


3, 1909. 


f pain in abdomen; gas; constipation; nervousness. These symptoms fol 
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lowed operation in 1905, for appendicitis. On examination found large tumor of 
uterus; movable right kidney; dilated stomach; lumpy condition of breasts. Opera- 
tion, April 16, 1913. Cecum distended; adherent to right parietal wall, to transverse 
colon and to peritoneum of right iliae fossa ; cystic right ovary; fibroid tumor of 
uterus; abdominal adhesions. Operative conditions corrected; uterine tumor excised. 
(See Fig. 9.) August, 1920: General condition good, Lumpy condition of breasts 


entirely gone. 


Fig. 9 r. Tleopelvic band. 2. Mobile, displaced and twisted ascending colon. 3. tands 
kinking and attaching cecum to colon. 4. Dilated cecum. 5. Portion of appendix left after 
appendectomy (1905). 


Case 20.—M. D.; age twenty-six; female; single. First seen November 30, 1915. 
Troubled with pain in right side; abdominal gas; nausea; marked constipation, Ap 
pendix previously removed. On examination, found full, baggy abdomen; large mass 
in cecal region; Jumpy condition in upper, outer quadrant of breasts, Operation, 
November 30, 1915. Mobile cecum; ileopelvie bands; ileal stasis; transverse colon 
wdherent to ascending colon; band in sigmoid with ovary attached. Conditions cor 
rected, July, 1920: Very well except for dysmenorrhea and at times slight constipa- 


tion. Dreasts normal, 


Case 21.—G, U.; age 28; female; single. First seen April 3, 1915. Usual symp- 
toms of intestinal toxemia; lump in right breast with pain. On examination, found 
distinct movable tumor, in the inner lower quadrant of right breast, with general 
lumpy condition of both breasts. Sent to me as cancer of the mamma, Advised early 
removal of definite tumor, and usual antitoxic treatment. Consented to operation 
February 9, 1917, and two fibroudenomata were removed from right breast. Gen 
eral treatment was continued as condition of patient was poor, At later operations 
removed tonsils and adenoids, and diseased right ovary with cystic tube, chronically 
diseased appendix and a twenty-pound fibroid tumor, April, 1920: Patient in ex- 


cellent health: lumpy ¢ondition of breasts entirely disappeared, 


Case 22.—C, B.*; age thirty-seven; female; married, First seen February 26, 
i914. In November, 1912, noticed small lump right breast; left breast sore; constipa 
tion; symptoms of intestinal toxemia. Lump in breast gradually enlarged; declared 
malignant by surgeon consulted, On examination, found diffuse lumpy condition 


both breasts; indefinite mass lower, outer quadrant right breast; nipples not retracted. 
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Prescribed usual regime for intestinal toxemia, and kept breasts under careful obser- 
vation. March 21, 1914: Tumor mass stood out clearly, the surrounding induration 
having greatly diminished. Operated, removing fibroadenoma, which was proved by 
pathologie examination. July, 1920: Patient in good health; complete disappearance 


of lumpy condition of breasts. 


Case 23.—C, G.; age thirty-seven; female; married. First seen March, 1908. 
Both breasts distinctly lumpy with three cysts in right one; typical symptoms of 
intestinal toxemia. Cysts removed, and treatment instituted for constipation and 
toxemia; urged importance of frequent examination of breasts. Breasts returned 
to normal and patient remained well until June, 1920, when an acute attack of mus- 
cular rheumatism, preceded by a prolonged period of constipation, brought to her 
attention a few small lumps in left breast. Patient fearful of cancer. On examina- 
tion, found right breast normal; slight lumpy condition in upper, outer quadrant of 
left breast; no glandular involyment. Reassured patient concerning cancer, and tonic, 
laxatives and uplifting corset prescribed. July, 1920: Bowels easily regulated with 


laxatives; both breasts normal; lumps entirely gone. 


Case 24.—E: F.; age thirty-nine; female; married, First seen November 24, 1916. 
Intestinal indigestion; constipation; gas; lumpy breasts; feared cancer. On exam- 
ination found tenderness over pylorus; chronic intestinal stasis; lacerated cervix; 
yeneral lumpy condition both breasts with distinct tumor mass upper, outer quad 
rant each breast. Operation, December 4, 1916. Divulsion and curettage; repair of 
cervix; cyst removed from right breast. VPathologie report indicated benign condi 
tion of cyst; therefore, it was decided not to remove an apparent tumor from left 
breast, but to keep patient under close observation and treat without surgical inter 
vention, Prescribed usual treatment for intestinal toxemia with support for breasts. 
June, 1920; Breasts perfectly normal; no lumps; no pain; constipation relieved ; 


intestinal condition markedly improved. 


Case 25.—I. 8.; age twenty-nine; female; single. First seen March, 1920. Al 
ways troubled with constipation. In June, 1918, lump appeared in lower quadrant 
left breast; consulted two surgeons both of whom advised radical operation. Septem- 
ber, 1918, discovered lump in right breast. December, 1918, both breasts removed, 
nipples left. Report of pathologist—-No malignancy. Consulted me for painful con- 
dition of chest wall along line of sear; ‘feared return of cancer.’?’ On examination, 
found deforming sears; region of breasts negative; clear case of stasis. Prescribed 
tonic; laxatives; diet, ete. Reassured as to any cancerous condition. September, 
1920; With the correction of constipation and reduction of acid-producing diet, pa- 


tient very much relieved mentally and physically. 


SUMMARY 


1. There are definite abnormal changes in the breast tissue, as in the 
thyroid gland, from intestinal toxemia. 

2. Treatment by medical and mechanical means, or surgical interven- 
tion for the cure of the intestinal stasis, often means complete return to 
the normal of the lumpy or toxie breasts. 

3. At times it is necessary to remove a definite, localized tumor from 
the breast, in addition to the above, before the mammary tissue regains 
its normal texture. 


4. Care must be taken that these abnormal changes are not overlooked 
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in their early stages; and not diagnosticated as cancer when well de- 
veloped. 

5. In this connection, an important question must be noted: Would 
an early recognition of a toxic breast and timely and efficient treatment 
of the underlying intestinal causes, tend to lessen the danger of malig- 
nant degeneration? If this is so, then we have here an important con- 
tributory factor in the etiology of cancer of the breast. 

34 GRAMERCY PARK, 


(For discussion, see page 528.) 


MISSED ABORTION* 
By Jennings C, Lirzenserc, M.D., F.A.C.S., MInneavouis, MINN. 


66 ISSED abortion’? has not received the consideration in this 
country that it deserves, being generally considered a rare 
and unimportant condition, while; as a matter of facet, it is of rather 
common occurrence and results in invalidism, sometimes of a very 
serious nature. That this subject is neglected in American medical 
literature is attested by the fact that of 139 references collected, only 
ten are American and three of these do not mention the term ‘‘ missed 
abortion ;’’ they describe the condition as a rarety and, evidently, have 
never heard of the term first applied by Matthews Dunean!t who, un- 
doubtedly, got his idea from Oldham, who in 1847 coined the term 
‘missed labor.”’ 
TERMINOLOGY 
‘*Missed labor’’ was defined as follows: ‘‘Protracted pregnancy is 
the condition of a woman who has passed 278 days and at least a fort- 
night more than this. If the child dies in utero there is not then a 
‘protracted pregnaney;’’ the woman is in a state of ‘‘missed labor.”’ 
This term has become established by usage since 1847, when Oldham? 
first used it. Dunean' in 1878, recognizing the similarity of the condi- 
tion of a dead fetus in utero beyond full term and no labor, known as 
‘‘missed labor,’’ afid the condition of a dead fetus before viability and 
no effort at expulsion, logically used the terms ‘‘missed abortion’’ and 
‘“‘missed miscarriage.’’ The latter term has fallen into disuse and the 
’ is now applied to all cases of death of the 
fetus in utero before viability with no effort at expulsion within the 


term ‘‘missed abortion’ 


usual time of an ordinary abortion, 

This naturally brings up the query: When does a woman normally 
abort after the death of the fetus?) Of course the question must be 
answered more or less arbitrarily. Rhodes* says: ‘‘The fetus is usu- 


ally aborted a few days after death,’’ which is, | think, ordinarily not 


*Read at the Thirty-third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons held at Atlantic City, N. J., September 20-22, 1920, 
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true. Seitz! is nearer right when he puts it any time up to four or five 
weeks, 

Inasmuch as constitutional symptoms of any moment are rare in the 
early stages and the pathologie conditions begin to manifest them- 
selves about the eighth week, Lam inelined to place the arbitrary limit 
of two months after the death of the fetus as the borderline between 
‘abortion’? and “missed abortion,’? which seems quite logical to me 
because the symptoms of a woman aborting before that time will not 


vary much from the symptoms of an ordinary abortion. 


ETIOLOGY 


Mtiolows must be considered from two standpoints: irst; what are 
the causes of retention or why is the abortion missed?) Second; What are 
the causes of the expulsion after the uterus has lain dormant so long, or 
why does the secondary abortion oceur? At this time we are not dis- 
cussing the eauses of the death of the fetus, but why is it not expelled 
at the usual time after the demise of the fetus?) Lack of irritability of 
the uterus, which was first sugeested by Veit and von Graefe’ of 
course oceurs to any one, but why is the uterus unresponsive to what- 
ever irritation it is that eauses it to expel a dead ovum? 

Liebmann’ attributes it to central lesions, but this will explain only 
the occasional case. Scharlaub says it is due to a thin musculature of 
the organ. Leopold® and Stanley Warren’? claim that it is due to perito- 
nitis, and Menzies,'' Mueller,’ Playfair,’ and Beigel! that it is caused by 
cancer, Singer’? claims that fibroids reduce the irritability of the 
uterus, and that lactation and physieal shock may do the same. None 
of the explanations are satisfactory; but it is easy to aceept the theory 
of lack of irritability of the uterus in spite of the fact that there is 
little real proof to establish it. Mechanical interference like atresia 
and stenosis of the os and cervix, (Rissmann,’’ Arthur’? and Fraen 
kel!) ; cancer or fibroids of course are easily understandable causes, 
but aside from these no satisfactory explanation is as vet forthcoming. 
Whi does the secondary abortion occur? Whiv should a uterus, which 
has been dormant for weeks and months, suddenly expel its contents, 
and often with contractions of the greatest violence? The foreign body 
theory of Orloff?’ and Tvanoff*! is not sufficient, for the foreign body 
has been present all the time. 

The theory of pressure on the internal os and paracervieal eanelia 
is reasonable, because the pressure occurs later on account of the more 
vradual shrivelling of the ovum and the slower disappearance of the am- 
niotie fluid. But the theory of Ernst Fraenkel,'’ that the returning 
menstrual funetion with its consequent congestion causes the bleeding and 
contractions, is more tenable because it seems to be more effective the 


longer the time that has elapsed since the death of the fetus and the more 


the congestion of pregnancy has subsided. (O. Sehaeffer” 
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INCIDENCE 

Missed abortion undoubtedly occurs much more frequently than the 
reports in the literature indicate. I have records of thirteen eases, 
twelve of which I have seen personally, and one was reported in de- 
tail by a former student. I am sure that I saw several cases early in 
my career when ignorance of the possibility of the condition led me to 
miss the diagnosis; but as I look back upon them now, I feel sure 
they were cases of missed abortion. Thirteen cases in one limited ex- 
perience would not argue very great rarity. Williams,** and DeLee,°? 
hoth believe that it is commoner than usually supposed. Up to 1896 
von Graefe* collected 70 cases. Ernst Fraenkel,'® reported several of 
his own and collected others from the literature, bringing the total 
number of cases up to 105, 

[ have consulted 52 references, published since 1903, and have found 
75 others which, on account of difficulties brought about by the war, I 
am unable to secure; so L cannot make a compilation of the number of 
cases, but from the number of articles it would seem that missed abor- 
tion is far from a rare occurrence. 

The condition occurs usually in multiparw. Nassauer asserts that it 
occurs exclusively in women who have borne children. But this is not 
true. Only four of my cases were multiparw, and others have reported 
similar experiences, 


RECURRENCE 


In this series Mrs. L. had missed abortions twice within two vears, 
and Machenhauer,** also reports recurrence, 


MEDICOLEGAL SIGNIFICANCE 


When a married woman, in the absence of her husband, expels a 
fetus corresponding to a development of shorter duration than the hus- 
band’s absence, which is possible in the event of a missed abortion, 
unjust suspicion may be east upon her. Dunean,' commenting on this 
point said: ‘*You cannot say that a woman is pregnant, without mis- 
leading, if she is in the condition of missed abortion. Such unfortu- 
nate misapprehensions have happened, which shows the importance of 
counting the term of a woman’s pregnancy not, up to the time the fetus 
was discharged, but back to the time when it died.’’ 


TERMINATION 


Ultimately the ovum is expelled; but it may be retained for months 
and even vears. One case of retention for twenty-eight years, and an- 
other for fifty-two vears, found at autopsy, have been reported. The 
most common termination is maceration with toxemia. Mummification 
sometimes occurs and, exceptionally, the ovum may be infiltrated with 


calcium salts and an intrauterine lithopedion is the result. Infection 


| 
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is not a common termination, contrary to experience in ordinary abor- 
tions; but if instruments have been used, or the membranes otherwise 
ruptured, as by frequent coitus, infeetion may result. Decomposition 
is common but putrefaction rare. The unrecognized missed abortion 
is sometimes brought to light by the appearance of an inexplicable 
sepsis months after the death of the fetus. 

Polano, and Ludwig Fraenkel, assert the possibility of complete 
resorption of the entire ovum. [| have seen the entire disappearance of 
the embryo in an otherwise intact ovum. Absorption cannot take 
place after the tenth or twelfth week (Edgar). Skeletization is a very 
interesting termination in which the bones of the fetus with none, or 
very little of the soft parts attached, are found within the uterus. Ros- 
enkranz,"? reports a case in which he found the bones only of a four 
months’ fetus. 


PATHOLOGY 


In my cases hemorrhage was a prominent finding, giving the ovum 
the appearance of a hematoma mole; but hemorrhage may be entirely 
absent. In the placenta infarets are numerous, sometimes occupying 
nearly the whole organ, suggesting the probable cause of death of the 
fetus. Degeneration of various kinds and grades is the rule. Ohl- 


baum”! 


found fatty degeneration of the entire ovum. The placental 
surface may be dry, shrivelled, tough, of a red or whitish yellow, or 
WaXV appearance, 

One of the great dangers of missed abortion is due to degeneration of 
the blood vessel walls which may be so completely destroyed that 
uncontrollable hemorrhage results. Rosenstein’s*? fatal case died of 
hemorrhage due to degeneration of the blood vessels and the neighbor- 
ing uterine wall, which was transformed into a homogeneous mass. 

The amount of amniotie fluid present depends on the age of the ovum 
at death and the length of time it has been retained in the uterus. In 
one of my eases in which a four months’ fetus was expelled after re- 
tention for more than a year there was no amniotie fluid; and in an- 
other ovum of two months, retained two and a half or three months, 
the amount of amniotic fluid was apparently normal. Disappearance or 
marked diminution of the amniotic fluid without rupture of the mem- 
branes is the rule. Occasionally a dropsical ovum is observed (Seitz! 
In cases of retention for any considerable length of time a deposit of 
connective tissue is nearly always found which may be in an amount 
sufficient to be ealled selerosis of the placenta (Garrigues,*? Rosen- 


stein”! 


A very interesting fact is the frequently found discrepancy between 
the size of the placenta and the fetus, the former being often as large 


as the placenta of a fetus a month or more older than the one found; 


this is due to connective tissue increase, hemorrhages into the placenta 


| 
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and that curious true growth of the placenta after the death of the 
fetus. When the fetus dies, especially in the early weeks, the chorion 
and decidua may go on growing because they are nourished by the 
maternal bleod circulating in the intervillous spaces which may continue 
for a long time. La Verge® observed karyokinesis indicating cell mul- 
tiplication rather than hypertrophy. The Langhans or inner layer of 
the villous epithelium, which is not in direct contact with maternal 
blood, is an early vietim to coagulation necrosis; but the outer syneytial 
laver, bathed in maternal blood, is preserved much longer until throm- 
bosis takes place, shutting off the blood supply to the intervillous 
spaces. 

In the second half of pregnaney von Franque’ asserts that this in- 
teresting phenomenon of continued growth after the death of the fetus 
does not occur. That the placenta lives and grows, at least in the early 
months, after the death of the fetus has been proved by Moll,’ O. 
Schaeffer,’ Physalix,*”” Giacomini,” von Franque,’ and LaVerge.® 

Microscopie studies show all stages of necrosis of tissue, placenta, 
decidua, amnion, blood vessels, the fetus and even uterine walls. If 
the ovum remain in the uterus for a long time, drying out or mummifi- 
cation occurs. Caleification with lithopedian formation is rare; but, if 
maceration occurs in place of the drying out, the soft parts may en- 
tirely disappear; there being found only remnants or nothing of the 
secundines, and only the skeleton of the fetus remains. 


SYMPTOMS 


Usually, but not always, after the death of the fetus there are signs 
of an abortion which subside, and the patient and her attendant think 
that a threatened abortion has been avoided or completed. Weeks or 
months later the physician is consulted because there is no increase In 
the size of the uterus or, on account of continued hemorrhage, or the 
cessation of fetal movements and other subjective signs of pregnaney. 
kxamination shows that the uterus has not grown or has even decreased 
in size. The patient, not infrequently, has already noticed that the 
size of the womb is«diminishing. The consistency of the uterus is noi 
characteristic of that elastic softness peculiar to pregnaney, neither is 
it hard like a fibroid but rather between the two. 

Regressive changes in the breasts also take place. The patient think- 
ing an abortion has already occurred, or mistaking the occasional hem- 
orrhages for irregular menstruation, seeks the advice of her physician 
hecause of her unaccountable invalidism, which has been progressive, 
and begins usually with malaise, anorexia, ‘‘dyspepsia,’’ or headache. 
This is followed by loss of flesh, chilliness, or even chills, a foul taste 
in the mouth, and sometimes by a bearing-down weight ‘‘like a stone 


in the abdomen.’’ All of these symptoms increase until she is, indeed, 


an invalid and her medical attendant finds her a vietim of grave anemia 
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out of all proportion to the less of blood, and an afternoon temperature. 
In some cases symptoms of mental derangement appear and, oecasion- 
ally, there may be no symptoms whatever. Ohlbaum”! reports a case 
of a woman who carried a three months’ fetus for more than six months 
“without causing any physical disturbance.’’ Case 2 of my series 


carried a one month fetus for three months with no untoward symptoms. 


Hk MORRHAGE 


Hemorrhage is a very inconstant accompaniment of missed abortion, 
but in some form or another it usually complicates the condition, some- 
times it constitutes a very great danger. TLowever, in some cases, there 
ure no signs of hemorrhage; not even microscopically in the pathologie 
specimens. When hemorrhage does oceur, the first bleeding is like that 
of a threatened abortion; then it may become intermittent, days, weeks 
or even months may intervene, or there may be a more or less constant 
blood-stained discharge varying in amount from time to time. Upon 
examination, or other manipulation, or at the time of expulsion there 
may be no bleeding or a violent hemorrhage. Dunean'’ noted the loss 
of a quart of blood from the introduction of a tent. Rosenstein® had 
a fatal case of bleeding due to degeneration of the blood vessels. The 
bleeding at expulsion of the ovum or postpartum is sometimes so 
severe as to threaten the patient’s health and life. This is not alto- 
gether due to the lack of tone of the uterus but to hyalin degeneration 
of the blood vessel walls and to infiltration with connective tissue cells 
rendering contraction Impossible, 

DIAGNOSIS 

The diagnosis is more readily made than the cursory writer would 
have us believe. More mistakes are made on account of the failure to 
bear in mind the possibility of the existence of a missed abortion than 
from the difficulties of making the physical finding. That master 
teacher of our art, Matthews Dunean,' put it very foreibly when he 
said, ‘I do not know of any subject better than missed abortion for 
illustrating the value or necessity of extensive knowledge with a view 
to good diagnosis. If you do not know of a thing you are quite sure not 
lo suspect it; and if you do not suspect a thing you are almost certain 
nol to find it.”’) Unfortunately there seems to be a lack of knowledge 
on the part of a considerable percentage of the profession of the possi- 
bility of the existence of a missed abortion, therefore it is likely to be 
overlooked, It was this ignorance, first on my own part and later 
observed in others, and the woeful paucity of literature on the subject 
in the United States, that led me to select this subject for discussion. 

The diagnosis is not particularly difficult if the possibility of missed 
abortion is kept in mind. This possibility should be strongly suspected 
if a woman has skipped one or two menstruations and then had symp- 


toms of threatened abortion, which have subsided, and the size of the 
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uterus does not increase. The lack of growth of the uterus can be de- 
termined, even if there be no previous knowledge of the patient, 
by two examinations made a month apart, or by comparing the size of 
the uterus with the size it ought to be for the supposed period of 
gestation. If there be a lack of a combination of symptoms pointing 
to missed abortion, particularly if toxic symptoms are wanting, it may 
he wiser to wait even two months between the examinations. The 
uterus will not be as large as it should be, it will be harder, less elas- 
tic, and the other objective signs of pregnaney will be absent or re- 
gressing. The irregular bleeding may lead the woman to think she is 
not pregnant, particularly if her abdomen does not increase in size.. 
The condition may then be mistaken for malignancy. Todd* reports 
a case Where an eminent specialist diagnosticated a malignant growth 
and advised removal of the uterus at once. Any woman of the child- 
bearing age, who has suppression of the menses, irregular or atypical 
menstruation, toxic symptoms such as malaise, loss of appetite, chilli- 
ness, foul taste in the mouth, anorexia, loss of weight, particularly aft- 
ernoon temperature, and who is ina general state of invalidism, should 
always have the possibility of missed abortion excluded before con- 
cluding that she has tuberculosis, syphilis, foeal infection, or what not. 

An instance which well illustrates how missed abortion may be 
overlooked is the following: Mrs. J., a multipara, skipped two men- 
struations, then bled irregularly for short periods; at first she thought 
she was pregnant, then she thought that she was not, interpreting her 
hemorrhages as irregular menses. She lost her ambition, had no appe- 
tite, Was anemic and ina generally debilitated condition, and later she 
developed an afternoon temperature, ITLer husband, a physician, be- 
came worried about her condition and took her to a very good ecol- 
league for examination. Tle pronounced her not pregnant. He then 
had her examined by an exeellent internist who examined her thor- 
oughly, but could not account for the afternoon temperature. All 
sorts of tests were made, tuberculin, Wassermann, sinus illumination 
for focal infection, tonsil examination, and x-ray of the teeth, but her 
condition remainedea puzzle. When we were ealled in, on account of 
quite a brisk hemorrhage, a diagnosis of missed abortion was made and 
When the uterus was emptied all the symptoms disappeared at once. 
Three excellent physicians had missed the diagnosis, not from lack of 
skill but from the lack of knowledge that ‘‘missed abortion’? is always 
a possibility with skipped and irregular menstruation, and obseure 
invalidism, particularly with an afternoon temperature. Internists 


should note that missed abortion is a cause of afternoon fever. 


PROGNOSIS 


The prognosis in this condition is not as favorable as is generally 


supposed. While most eases, if left to themselves, will finally expel 
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the dead ovum, the dangers of its presence are real. A condition which 
constantly has the potential danger of hemorrhage, invalidism, which 
may become permanent, and death, cannot be considered lightly. Dun- 
can’s case! of excessive hemorrhage illustrates the danger from this 
source, 

My case, No. 5, of prolonged invalidism with ultimate recovery, 
shows the low state of health to which a woman may descend, but yet 
be restored after emptying the uterus. Case 7 is an example of a 
woman in good health up to the time of her missed abortion resulting 
in an invalidism from which she never recovered, finally ending in 
tuberculosis. Rosenstein’s fatal case of hemorrhage from degenerated 


blood vessels illustrates that missed abortion has a definite mortality. 


TREATMENT 

With this prognosis, expectant treatment cannot be safely prolonged. 
Rosinski*! believes the uterus should be emptied immediately and Ro- 
senstein’? was driven to the same conclusion by his fatal ease, going so 
far as to advise vaginal hysterectomy in cases of long standing. I am 
thoroughly convineed that missed abortion is a very much more serious 
condition than is generally supposed and that we are not justified in 
exposing our patients to the dangers of temporary or permanent ill 
health, or even death, by allowing missed abortion to go on indefinitely 
in the hope of a spontaneous termination. 

If the ordinary methods of inducing expulsion fail, the cervix should 
be dilated, the contents removed, and the uterus packed, on account of 
the tendency to postoperative bleeding. The inexplicable indolence of 
the uterus, which has caused the retention of the dead ovum, seems to 
persist, rendering it incapable of contractions. Often the cervix inor- 
dinately resists dilatation; if difficulty is met in attempting to dilate 
the uterus, one should not persist in the attempt but perform a hyster- 


otomy (vaginal Cesarean section) immediately, 


CONCLUSIONS 
1. Missed abortion is the prolonged retention of a dead fetus in utero. 
2. It is a common condition, 

4. The cause is unknown. 

4. The dangers are: (a) Temporary ill health, continuing until the 
uterus is emptied. (b) Permanent ill health, if allowed to continue too 
long. (¢) Death. 

». Its medicolegal significance is important. 

6. Diagnosis made on regressing signs of pregnancy, irregular bleed- 
ing and afternoon temperature, 

7. Afternoon temperature with any of the above signs is particularly 
significant, 

8. Uterus should be emptied before condition becomes a menace to 
health. 
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PERSONAL CASE REPORTS 


The cases which I have personally observed I desire to present in 
abstract as follows: 


Case 1.—Mrs, J., para ii; month of fetal death, second; retention in utero after 
death of fetus, five months; symptoms, invalidism, anemia, hemorrhage, Diagnosis 


not made before expulsion, 


CASE 2.—Mrs. X., para ?; month of fetal death, fourth; retention in utero, four 


months; patient not seen. Diagnosis made from specimen and history. 

CAse 3.—Mrs. D., para i; month of fetal death, three and one-half; retention 
in utero, three; symptoms, general invalidism, no bleeding. 

Case 4.—Mrs. C., para i; month of fetal death, third; retention in utero, ten 
months. In this case the diagnosis was net made until the complete ovum was 
expelled at the end of the thirteenth month. 

Case 5.—Mrs. B., para iii; month of fetal death, first; retention in utero, three 
months. No symptoms, 

Case 6.—Mrs. C., para i; month of fetal death, fifth; retention in utero, two 
months. No symptoms, 

CASE 7.—Mrs, T., para i; month of fetal death, fourth; retention in utero, three 
months. Course marked by weakness and afternoon temperature; afterwards de- 
veloped tuberculosis, possibly favored by the debilitated condition, 

Case S.—Mrs, L., para v; month of fetal death, fourth; retention in utero, three 
months. Course marked by general debility, loss of weight, anorexia, afternoon tem- 
perature, This patient had two *‘missed abortions’? two years apart, 

Case 9.—Mrs. L., para vi; month of fetal death, third; retention in utero, four 
months. (Same as previous case. ) 

Case 10.—Mrs, A., para ii; month of fetal death, third; retention in utero, four 
months. Course marked by irregular bleeding, loss of weight, general debility, 
afternoon temperature, 

Case 11.—Mrs. P., para iv; month of fetal death, second; retention in utero, 
four months. No symptoms, 

CASE 12.—Mrs, J., para lii; month of fetal death, fourth; retention in utero, four 
months. Course marked by anorexia, loss of weight, anemia, marked debility. 

CASE 13.—Mrs, 


months. Course marked by debility, no temperature. 


, para ii; month of fetal death, fifth; retention in utero, three 
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SPLENIC LEUCEMIA ASSOCIATED WITIL PREGNANCY* 
By Gro. W. Kosmak, M.D., F.A.C.S., New York, 
| KUCEMIA is defined by Delafield and Prudden' as a disease in 


which the characteristi¢ changes are an alteration in the relative 
proportions of the different leucoeytes of the blood with, usually, an 
increase in their number, and the appearance of certain forms not seen 
in the circulation under normal conditions. The red cells are dimin- 
ished in number and abnormal in form. Accompanying these altera- 
tions in the circulating blood are changes in the bone-marrow, spleen 
and Iwmph nodes. 

Leucemia is usually classified in four types which are determined by 
fairly well defined clinical and morphological characteristics. These 
four types are designed as acute and chronic lymphatie leueemia, and 
acute and chronie myelogenous or splenomedullary Jeucemia. The 
latter type we find, in very rare instances, associated with pregnaney ; but 
Whether any direct connection exists is still undetermined, Obstetric 
text books afford us very little satisfaction. Aside from the geeneral 
statement that the disease occurs and is made worse during pregnaney, 
no further information is presented. Most authors regard it as a rare 
complication, and only a comparatively small number of cases have 
heen deseribed. 

It is unnecessary in this paper to consider in detail the signs and 
symptoms of leucemia., The essential point in the diagnosis is the oe- 
currence of a very great increase in the leucoeytes, not at all uneom- 
monly up to 200,000, or more. The large number of myeloeyvtes, from 
40 to 50 per cent of all the leucocytes present, serves to distinguish 
the splenomedullary from the lymphatic type of the disease. In the 
latter the strikine feature is the enormous relative increase in the small 
Ivmphoevtes, often from 90 to 95 per cent, the m¥elocytes, on the other 
hand, being very seanty. 

The occurrence in the writer’s experience within a comparatively 
Short interval of time of two well developed and subsequently fatal 
cases of leucemia associated with pregnancy, has prompted the brief 
Clinical study of the subject herewith presented. Before proceeding 
with the recital of cases, a review of the literature may be of interest. 
No satisfactory references to this subject antedate the year 1888, and 
since then seattered cases have been reported totalling only about 
twenty. 

J. Whitridge Williams? comments on the rarity of leucemia as a 

Read at the Thirty-third Annual Meeting of the American Association of Obstetricians, 
Gy gists and Abdominal Surgeons, Atlantic City, N. J., September 20, 1920, 
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complication of pregnancy and advocates termination of the latter in 
serious cases, as good results have been known to follow this course. 
Ile refers to the statisties of Hermann and Schroeder. 

Kdgar’ states that women affected with leucemia seldom become 
pregnant and in the few recorded cases the infant was sound. 

Other standard textbooks either fail to mention the complication 
or dismiss the subject in a similar fashion. An examination of the 
Journal literature affords us good descriptions of several cases, but 
leaves no doubt of its rarity. 

ln an analysis of 60,000 labors occurring in the service of the New 
York Lying-in Hospital during a period of twenty years, from 1890 
to 1910, J. W. Markoe*t does not inelude a single case of leucemia com- 
plicating pregnaney and diagnosticated as such. 

A single case of Hodgkin’s disease or pseudoleucemia occurring in 
this institution was published by A. B. Davis’ in which the character- 
istic pathologie changes were present. The patient died about three 
months after delivery and autopsy confirmed the diagnosis. The 
blood examinations in this case showed the usual pieture associated 
with this disease without any evidence of the characteristic leucoey- 
toss associated with true leucemia. 

Another case of interest in this connection is the report of a sue- 
cessful splenectomy by Dr. A. B. Davis® in which the enlarged and 
wandering spleen found, was probably due to a long standing malarial 
infection and no characteristic leucocytosis was present. 

Of the undoubted cases of true leucemia complicating pregnaney, 
the first mentioned is that of Greene,’ of which the original reference 
unfortunately has not been accessible. The reports which have been 
obtainable include the following eases arranged chronologieally : 

J.C. Cameron Patient aged thirty-six; para vil; seen in the seventh month of 


her pregnaney with a history of having been under treatment for leucemia for the 


previous year, A tumor had developed in the left hypochondrium during the sixth 
pregnaney, Children all normal Patient had been losing flesh for three years, 
With occasional attacks of icterus. She was delivered spontaneously of a four and 
one-half pound child, which was apparently well, in good condition, but died on the 
fourth day. Autopsy on baby negative as to leucemia., Blood counts practically 


normal: ho leucocytosis, Mot he r’s blood sh wed the characteristic changes, 


The point of interest in this case is the hereditary tendency as a 
possible factor in the disease. The grandmother and mother appar- 
ently had symptoms pointing to leueemia. Two of her children de- 
veloped leucemia and all had attacks of jaundice at intervals. The 
most marked symptoms, namely edema and dyspnea, rapidly subsided 
after labor and the disease ran an apparently chronie course. In 
this case three recurrent pregnancies took place after the splenie en- 
iargement was noted. Disastrous effeets on the nursing child were 
noted; but the case seems to show that a leueemie mother can bear a 
nonleucemic child, 
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In a subsequent paper® the author presents a supplementary report 
on this case. The patient again became pregnant’ with exacerbation 
of symptoms, including edema, dyspnea, loss of weight, and weakness. 
She went to term and had a rapid delivery, with slight bleeding, which 
was followed by early relief of symptoms. The child suffered from 
malnutrition and died during the fifth month. Convalescenece of the 
mother was slow. Menstruation returned, but was painful and the 
dizziness and dyspnea remained, The patient again became pregnant? 
and was made much worse; so that labor was induced at the sev- 
enth month. The woman almost collapsed during the delivery of 
a dead and poorly nourished fetus. The reeovery was very slow, and 
the spleen remained large. In this case the leueemia of the mother did 
not prevent a recurrence of pregnancy or limit its frequeney. 

W. W. Jaggard:19 Patient thirty-four years of age, para vi. Regular men- 
strual history. Family and past history negative, Had five full-term, normal, and 


A 


one premature, deliveries. Labors quick and easy. A rapidly growing tumor in 
left hypochondrium began eight weeks after the last labor and was accompanied by 
rapid loss in weight and marked malaise, Blood showed characteristic picture of 
the splenomedullary type of leucemia with a ratio of white to red cells as 1 to 2.7; 
hemoglobin about 50 per cent. Emaciation progressed rapidly, and was accompanied 
by severe abdominal pains and edema of the extremities. Death supervened eleven 
months after labor. No autopsy. The writer believes that the disease began during 
the sixth month of pregnancy at the time when the blood glandular organs are most 
affected by the influence of gestation. 


Stillman (ineluded in a report by Jaggard): Patient para iv, age thirty-four 
years; apparently went through one pregnancy with a healthy child and recovered, 
but died one month after the last confinement. A diagnosis of splenomedullary 
leucemia was made, but no further details of the case are presented, 

Hilbert:11 Patient age thirty-seven years; para vill; previously well, During 
the eighth month of her last pregnancy she suddenly developed severe headaches, 
general weakness with slight rise of temperature and, several weeks later, an ex- 
tensive sloughing of the mucous membrane of the gums. Blood examination showed 
a leucemia, Characteristic petechial spots appeared, Spontaneous labor resulted 


in the birth of a macerated fetus. Very slight bleeding, followed by collapse and 


death in ten hours post partum. Autopsy showed a medullary Jeucemia with the 
spleen and lymph glands, slightly enlarged, Cultures sterile. The author distin 


guished in this case a prodromal stage, lasting five weeks, followed by the true 
leucemie period which ended fatally. He thinks the gingivitis quite diagnostic, 

C. bk. Laubenburg:12) Patient thirty-two years of age; very anemic; history of 
three previous miscarriages, Family history good, Menstrual history normal, Six 
living healthy children. A gradual decline in health during the previous six or 
sevenh years was noted, marked by weakness, malaise, cardiae distress, dyspnea, and 
edema of the extremities. This condition was usually worse during her pregnancies, 
hut improved after labor. The three miscarriages were not accompanied by severe 
hemorrhages, A gradually increasing muss had been observed in the left side of 
the abdomen which, on admission to the hospital during her tenth pregnancy, ex 
tended downward to the fundus of the five months’ uterus. Blood examination 
showed characteristie leucemia, A spontaneous labor occurred with the birth of a 
macerated five months’ fetus. The patient went into coma during labor with 


marked dyspnea and rapidly progressing pulmonary edema, followed by death forty 


4 
> 
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hours after deli ery, The diagnosis was confirmed by autopsy ; the splenomedullary 


type of the disease being present. extensive bacterial cultures were negative. 


his case with those of Singer, Cameron and Green are the only 
ones reported in which pregnaney occurred repeatedly in a woman 


already sick with leucemia. 


Hl. Sehroder:! Patient twenty-five years of age; always sickly. Had five labors 
and two miscarriages in a period of seven years, Labor spontaneous; one living 
child; others died at varying intervals from intercurrent diseases. No suspicion of 
blood disorder, although the patient noticed a splenic enlargement after her fifth 
labor, During the sixth pregnaney her previously noted symptoms of dyspnea, 
miulaise, weakness, loss of weight, ete., grew worse and, when admitted to the hos 
pital in the sixth month, blood examination showed the characteristic picture of 
plente leuesmia, Labor induced with delivery of a recently dead six months’ fetus. 


No marked improvement followed, Autopsy on the child negative. 


In this case the patient probably went through a full term pregnanes 
during the period in which her leucemia was already developed and 
after the second pregnancy, notwithstanding the induetion of labor, 
no marked improvement resulted, 


liermann,!4 reported a case of leue min at a mecting of the London Obstetri 
Society and included in the paper were references to twelve cuses published else 
where. He found only cight cases sufficiently described from which to draw con 
clusions to the mutual influences of pregnaney and leueemia, Dr. Hermann eon 
cluded that the termination of pregnancy was indicated whenever the diagnosis of 
leueemia was mide, 

Melinkow and Zomakion!® report 15 cases from the literature, including one pet 
sonal case, This patient presented a leucocyte count of 220,000 and had been undes 
trentment for a long time with the x-rays. Labor normal with slight atonie hemor 
rhage, During pregnaney the hemoglobin content sank from 65 to 45 per cent, red 
cells from 4,000,000 to 280,000, During the puerpe rium the hemovlobin sank to 21 
per cent, read cells to TSO,000, Microscopic examination of the placenta showed that 
the vessels of the fetal villi contained normal blood; that in the intervillous spaces 
were leucemice to a high degree, showing a complete anatomic separation between the 
two bloods. (Original not accessible, no details. 

Thaler:'6 Vatient forty years of age; para ix; near term; developed an acute 
febrile angina followed by epistaxis and anemia. Labor with a dead fetus which, 
at autopsy, was found to have a hydrothorax, numerous cechymoses, renal congestion, 
ete., but no evidence of leucemia. The mother’s blood count at the time of labor 
showed 2,055,000 red eells, color index 175,000 leucocytes. The author con 
siders the disease in his exse to have been due to the influence of an unknown toxin 
on predisposed abnormal blood-forming organs, 

Petersont? reports the following well studied case which was fatal a few hours 
after labor, A primipara, age 24, gave a history of marked anemia extending over 
a period of seven years. She was admitted to the Preslau Maternity as the first 
case of leucemia in about 20,000 labor cases. At the time she was about seven and 
ove-half months’ pregnant, extremely anemic and with enlargement of both liver and 
spleen, The blood examinations seemed to contradict the diagnosis of leucemia 
hased on other symptoms. The red cells, 1,800,000; no increase in the white cells 
noted; hemoglobin 25 per cent. Picture resembled that of a severe secondary anemin. 
A rapid spontaneous labor took place and a healthy vigorous child with normal 


placenta was delivered, the process lasting about eight hours. An hour and a half 


| 
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later the woman went into sudden collapse without any response to treatment. 
Autopsy showed a marked anemia of all the internal organs with no lymph-node en- 
largement. Sections of liver, spleen and bone-marrow showed undoubted myelog- 
enous leucemia in which the suddenly developing acute exacerbation during preg- 
nancy in a predisposed person did not permit of sufficient time for the invasion of 


the circulation by the characteristic new cell forms, 
PERSONAL CASES 


Cast 1.—Mrs, A. 1.3 Italian; para iii; two children alive and well. Admitted to 
the Lying-in Hospital February 3, 1920, with a history of having last menstruated 
three months previously, Her physician had been taking care of her for the past 
month for a dyspnea which began about three months previously and was getting 
progressively worse, An edema of the legs had been coming on gradually, which 
was always worse in the evening, The patient complained of constipation, xamina- 
tion on admission showed a well-nourished middle-aged woman, acutely ill, pre 
senting a condition of moderate dyspnea, edema of the lower extremities, with no 
cyanosis, jaundice or rash. A marked odor of acetone in the breath was noticed. 
The tongue was coated; lips dry; lungs negative; heart slightly enlarged with the 
apex beat in the sixth interspace. Pulse 120, A faint systolic murmur at the apex 
was transmitted to the back. The abdomen was markedly distended so that no 
musses or areas of tenderness could be determined. No vaginal examination was 
made. During the night, after admission, the patient seemed in fair condition and 
apparently rational, Wer general condition became worse towards morning, The 
pulse increased to 180, was of poor quality, and an examination of the chest at this 
time seemed to show a beginning pulmonary edema. No response to stimulating 
treatment noted. The patient began to vomit without apparent cause and then 
rapidly grew worse, dying at 10 A.M. February 4th, without regaining consciousness. 
The blood count showed a marked anemia and in addition a very high leucocyte 
count, 472,000; red cells, 1,090,000; hemoglobin 20 per cent; color index 0.2; poly 
nuclears oO per cent; small lymphocytes SS per cent; large Ivmphoeytes 9 per cent, 
Diagnosis of acute Ivmphatic JIeucemia was made, Urine examination negative. 
\lortion was indicated in this case and was to have been done the morning after 
vdmission, but the rapid progress of the symptoms terminated in a fatal issue be 
fore the uterus could be emptied. No clue was at hand of the patient ’s previous 
condition which, from the statement of her doctor, seemed to be quite nord, Iter 
general appearance and good nutrition did not point to the presence of the disease 
for any considerable length of time, 

The single blood count shows such a preponderance in the proportion of small 
Ivinphoeytes, nbout SS per ‘cent with a total white cell count of 472,000, that one is 
inclined to regard this case as one of Ivmphatie leucemia, in contrast to the more 
commonly reported splenomedullary form, Unfortunately the rapidly progressing 
iness and failure to obtain an autopsy prevented a satisfactory diagnosis, No en 
larged lymphatic glands were noted and the abdominal distention interfered with 
palpation of the spleen. It is possible that we had here an instance of the so-called 


mixed Jeucemia, 


Comment.—This case demonstrates a rapidly progressing illness ap- 


parently coincident with the development of the pregnaney. 


(ase 2.—Mrs, Lily D.; para iv; age thirty-five; Russian; admitted to the Lying 
in Hospital, March 31, 1920. Patient gave a history of three normal deliveries, the 
last three and one-half years ago, The family history was negative in so far as 


could be ascertained, The patient had always been in good health; no definite history 
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of previous illness until after the birth of the last child. Since then she noticed a 
shortness of breath on slight exertion and was told she had heart trouble. Men 
strual history apparently normal, Her last period began October 29, 1919. She 
stated that she felt sick soon after her pregnancy began, presenting a series of in- 
Cefinite complaints, the most marked being dyspnea and weakness. She was referred 
to the hospital with a diagnosis of endocarditis, and the suggestion that the uterus 
be emptied, 

Physicial examination on admission showed a moderately well nourished woman 
with subcutaneous fat slightly developed; complexion rather pale and sallow; marked 
dyspnea present, 

The heart showed a systolic murmur at the fourth interspace, transmitted to the 
left. An incrensed fremitus was noted over the apex of the right Jung with harsh 
brenthing over the left lung and signs of fluid at the base of the right lung. There 
was no edema or varicositics of the extremities. The abdomen was soft, thin-walled, 
and presented an area of moderate tenderness and swelling over the left hypochon 
drium extending downward. The globular, movable uterus reached about half way 
to the umbilicus, The blood examination, after admission, showed a marked anemia 
with greatly increased leucocyte count, A diagnosis of acute leucemia being made, 
probably of the splenomedullary type. The urine showed traces of albumen and a 
few graular casts. The patient’s general condition seemed to grow rapidly worse 
after admission to the hospital, The dyspnea was marked, even when sitting up; 
the pulse was rather weak and irregular. The abdomen became considerably dis 
tended and slight clevations of temperature were present. Induction of abortion 
was done on April 4th, with a medium size Voorhees’ bag, and a small living fetus 
of about five months’ size delivered within a few hours. After labor the patient's 
condition grew worse, She was troubled with a continuous cough and expectorated 
ebundant thiek white mucus, The abdominal distention continued and did not 
respond satisfactorily to the usual treatment with irrigations, enemata, ete. Stimu 
lation with digitalis and strychnia failed, The patient grew steadily weaker, was 
unable to take nourishment, became more cyanotic and, finally, sank into a condition 
of coma in which she died, April 18, about two weeks after delivery. Another 
hlood count made April 7 showed a further diminution in the red cells and coloring 
matter with an increase in the leucceytes. The details of the blood and urine ex 
aminations follow: 

April 2. Erythrocytes 3,350,000; hemoglobin 65 per cent; color index 0.9; leuco 
cytes 106,000; polynuclears S per cent; small lymphocytes 11 per cent; large lympho 
cytes ST per cent. 

7. Erythrocytes 2,820,000; hemoglobin 55 per cent; leucocytes 120,000; 
color index O93; polynuclear 5 per cent; small lymphocytes 10 per cent; large lympho 
eVtes So per cent, 

Urine Kramination, Specifie gravity 1.020-1.0530; small amount of pus; trace of 
albumin; few granular casts; abundant urates, 


Comment.——In addition to the blood condition, this patient pre- 
sented undoubted evidences of cardiac and pulmonary disease; but the 
leucemia may be regarded as the terminal condition. The rapid prog- 
ress of the illness during the pregnaney seems to point to a decided 
influence of this process on the blood dyserasia. Nothing in the family 
or personal history, in so far as this could be obtained, was of note. 
Her other children were perfectly well. The premature fetus was alive 
at the time of delivery and normal. Wassermann was negative. No 
autopsy permitted, 
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A survey of the reported cases of leucemia complicating pregnancy 
in which a fairly definite diagnosis from the blood picture was made 
discloses a total of 12 cases, including two of the writer. The ages of 
the patients varied from twenty-four to forty; the majority being be- 
tween thirty-two and thirty-six. With the exception of Peterson’s 
case, all were multiparw. <A possible hereditary history is mentioned 
in only one case. The parity varied from three to nine. In most of 
the cases we get a history of living children that showed no tendency 
to the disease up to the time of the report but, in a few instances, we 
are told that the babies died at varying periods from a few days to 
five months, after labor. In four cases mention is made of the birth of 
macerated or stillborn fetuses. Among twelve cases the mother sur- 
vived in but two, but how long these mothers lived is not stated, neither 
is the subsequent course of the disease given. In the majority of 
cases we find that the woman survived but a short time after labor. 
One of the writer’s patients died before delivery took place. In Peter- 
son’s case death came on an hour after labor; in Hilbert’s case death 
took place in ten hours, and Laubenbure’s case death occurred forty 
hours after labor. There is a record of death in Stillman’s case one 
month after delivery ; my second cease died in two weeks, and Jaggard’s 
case died eleven months after delivery. In every instance but one (my 
own case) in which the definite diagnosis is presented, the spleno- 
medullary type of the disease was observed. It will be noted that in 
many cases the authors mention a prodromal period in which progres- 
sive emaciation, anemia, and Joss of strength were noted soon after 
pregnancy, from which no recovery resulted and during which period 
the woman again became pregnant. The leucemia itself does not there- 
fore appear to be a deterrent factor to conception. 

Although the presence of a true leucemia as a complication of preg- 
nancy is from all available records a very rare condition, nevertheless 
we ought to be on our guard against it. Probably a considerable 
number of cases of marked anemia in which no satisfactory blood count 
has been made may have been true instances of this disease. In any 
case Where an anemic patient fails to recover under proper treatment, 
a more minute and detailed examination of her blood should be made 
with reference to the possible diagnosis of Jeucemia, The oceurrence 
of pregnancy in this disease indicates a most unfavorable outlook for 
the mother and conception must, therefore, not be allowed to take 
place where the condition is suspected. The prognosis is undoubtedly 
worse in the pregnant than in the nonpregnant state; and whether the 
association is accidental or not, is immaterial. Where the disease is 
already present abortion seems to be indicated, with a rapidly pro- 
vressing course and a fatal issue. The presence of an enlarged spleen 


is an almost constant factor in the disease and should lead one to look 
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for this sign in every anemic patient. The value of the x-ray in leu- 
cemia has been brought forward; but, in the event of a pregnaney, its 
application as a eure for the disease may work an undoubted harm on 
the fetus and the induction of labor should be done before radiation ts 
begun, 

It is necessary to distinguish between the acute and chronic forms 
of Jeucemia. Pregnant women may contract a rapidly fatal leucemia 
if we are to believe the evidence of the cases thus far reported, although 
it seems possible that the disease was present in a milder form in many 
of these patients before their last and usually fatal pregnancy occurred. 
It will be noted that there are apparently cases of chronic leueemia in 
this series in which pregnaney and labor occurred, and for this reason 
conservative treatment has been advised under such circumstances. 
In view of the rapidly fatal ending during the puerperium it) would 
appear that this advice is not justifiable and that in order to avoid such 


an outcome labor had better be induced in all cases. 
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OVARIAN DERMOID CYSTS: ETIOLOGY, DIAGNOSIS AND 
TREATMENT* 


By Bensamin Rusu M.D., F.ALCLS., Xenia, O. 


HIILE the term ‘‘dermoid eyst of the ovary’’ is not a scientifie one, 

it has become so fixed in surgical and pathologie literature that it 
will require the dictum of a great leader in one or the other of these fields, 
to supplant it by a name more exact in its histopathologic description. 
Until in very recent years the origin of these strangely interesting neo- 
plasms has remained in the domain of theory, and the controversies 
arising from their investigation and discussion were as interesting as 
ingenious. As recently as 1917, Graves expressed the opinion that ‘the 
dermoid does not develop from a trie germ-cell or ovum, but from a 
blastomere which at an early time had been separated from the original 
germ-cell bundle,’’ arguing that ‘‘the isolation of such a blastomere if 
transported away from its original location, aecounts for the dermoid 
and teratoid tumors found in other parts of the bedy.”’ 

Probably the most illuminating contribution on the subject in recent 
vears Is that of Goodall of Montreal, who, in a very comprehensive re- 
port of his research in “Origin of Tumors of the Ovary’ says: 
“Today there is but little doubt that the ovules by a system of par- 
thenegenesis are responsible for the presence of dermoids and tera- 
tomata.’’ Again, he tells us that ‘‘both these tumor types were really 
of only one kind, for they both contained products of the three fetal 
germinal layers, namely, the ectoblast, mesoblast and endoblast. The 
difference was one of the relative quantities of these and not of quality.”’ 
Again, he quotes Leeaillon, who has done a great deal of work upon this 
subject, and who states: ‘*‘We can consider as proved beyond all possi- 
bilities of doubt that parthenogenesis really takes place naturally in 
many mammals that are of widely differing species. Parthenogenesis 
is really evoked by this facet, and this fact alone, that the unfertilized 
ovum is endowed with the ability and property to evolve along the lines 
of embryonic development of segmentation and differentiation, and not 
because the egg has encountered special stimulus and special surround- 
ings.’’ Ife eredits Loeb with the statement that parthenogenesis oceurs 
in about 10 per cent of guinea pigs before they are six months old. 
Later the condition is much less frequent. Loeb describes one of these 
cases in the following words: ‘‘We see in each case a chorionic vesicle 
with trophoblast, plasmodia and svneytia penetrating into the neighbor- 


ing tissue. There is also a structure present which is to be interpreted 


*Read at the Thirty-third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, held at Atlantic City, N. J., September 20-22, 1920, 
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as a neural tube. As this type of growth occurs in the cortex of the 
ovary where follicles are normally seen, and are found within follicle- 
like cavities, they can be derived only from ova developing parthenoge- 
netically. Fertilization can be excluded as the life history of some of these 
animals is known and precludes such interpretation. It is very probable 
that parthenogenetic change sets in soon after ovulation, the altered 
condition in the ovaries at that time supplying the necessary stimulus. ”’ 
Loeb further says, ‘‘The later stages of these developing embryos bear 
some resemblance to chorioepitheliomata and teratoid tumors.’’ Goodall 
remarks that Loeb might have gone one step further and ineluded der- 
molds, for histogenetically they are the same. ‘* Nigel, Minot, and Rib- 
bert have found wandering ova throughout the genital abdominal eav- 
itv.’ ‘Grant such wandering of ova,’’ says Pfannenstiel, ‘‘then the 
propagation of derivative tumors allows a very ready and easy explana- 
tion.”’ 

Ilaving established the fact that all three germinal layers contribute 
to the growth of these tumors, it is not strange to find at times a great 
variety of histologie products. Cutaneous derivatives seem to predomi- 
nate, especially hair and sebaceous material. Teeth, bone, cartilage, 
glandular tissue, mucous and serous membranes, muscle and nerve 
fibers, and cerebral substance are found. Violet, as early as 1907, re- 
ported one ease of dermoid cyst containing thyroid tissue, and another 
containing Iwmphatie tissue. 

Before considering diagnosis and treatment of these tumors a few 
clinical facts should be stated. First, as to the relative frequency of 
their occurrence. A report from the Mayo clinic states that in a thousand 
ovarian specimens 98, or nearly 10 per cent, were dermoids. Of these 
14 per cent were double, and 7 per cent were malignant. They oecur 
at any age, having been found in premature infants and in a woman of 
84 vears, but up to the time of puberty they are found more often than 
any other ovarian tumor, Cattermole reports an interesting case of 
dermoid e¢yst of the ovary in a child of eight years, as follows: ‘‘Ten 
days previous to the present sickness she had pain in the abdomen. 
Present attack began, after running down stairs, with sudden pain in 
right side and groin. On examination the abdominal muscles were so 
rigid that the underlying organs could not be made out. Temperature 
99° FL no vomiting. An enema brought fecal matter, and was followed 
by vomiting of undigested food. The next morning the abdomen was 
relaxed and a round firm tumor mass could be felt in the median line 
above the pubes. She was operated upon the second day after the at- 
tack. Considerable dark fluid was found in the peritoneal cavity. The 
tumor was dark red in color, the size of a small orange, and attached by 
a narrow pedicle to the right ovary. The pedicle was twisted twice; the 
mass contained bone, hair, and several cysts containing bloody serum. 


‘ Recovery. 
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Dermoids cause relatively few menstrual disturbances and, apparently, 
do not favor sterility. Gellhorn reported a case of bilateral dermoid 
cysts, one of which he removed at the fourth month of pregnaney which 
continued to term. Later a second pregnancy went to a successful issue, 
after which the remaining tumor was removed. Wells also reported bi- 
lateral dermoids of the ovaries with removal of both, and the pregnaney 
uninterrupted. 

These tumors are usually monolocular and of small size. Their growth 
is slow, which favors the development of a long pedicle which, in turn, 
predisposes to twisting, especially during pregnancy. This latter con- 
dition is prone to cause severe pain and pressure symptoms and may so 
interfere with the circulation as to produce inflammation and necrosis, 
which may lead to more serious complications, as general peritonitis, or 
fistulae connecting with the urinary bladder and bowel. Quinby reports 
an interesting case: ‘‘A woman aged forty-three, complaining of dysuria, 
who gave no history of previous illness except that when she was 23 
vears old she had an attack of ‘ peritonitis.” About four months before 
entering the hospital she suddenly noticed that urination was painful, 
and this had persisted ever since. The urine was turbid, but never any 
hematuria, gradually dysuria, and frequent micturition increased, 
which was not relieved by emptying the bladder. Finally walking be- 
came painful. At the time of operation it was found that a dermoid 
cyst of the right ovary, containing hair and pultaceous material, filled 
the entire true pelvis and communicated with the vault of the bladder.’’ 

While as a rule these tumors do not attain a size much above that of 
a man’s fist, they occasionally grow very large, as illustrated in a case 
reported by Michinard. Ilis patient, (colored) aged thirty-one, had 
four children, labors normal, three miscarriages. Menstruation always 
normal except during the past 18 months, when flow became more pro- 
fuse and of longer duration, She complained of frequent attacks of 
abdominal pain for about two years, no typical attacks of appendicitis 
pain. On examination the lower abdomen was felt to be filled with a 
movable doughy-like mass, somewhat inclined to the right. From the 
consistency of the tumor a dermoid cyst was diagnosticated. Operation 
revealed a 614 pound dermoid, filled with sebaceous matter and kinky 
hair. Tumor was freely movable and easily extirpated. Left ovary 
normal, Recovery. 

The length of pedicle often admits of extreme and unusual trans- 
position as illustrated by Teller and Block. The cysts were typical 
dermoids, each about the size of a peach, the unusual features being that 
both eysts were on the right side. This was due to the fact that the left 
eyst had migrated behind the uterus, passed around the outer side of 
the pedicle of the right cyst and, after completely encireling it, had 
dropped between the right tube and its own pedicle into the culdesae. 


496 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


In so doing, it had strangulated itself and was practically free in the 
pelvis, 

The foregoing clinical facts aid greatly in making a diagnosis. Fur- 
thermore the predominent quality of the evst contents may help, for 
example, if there is much hair, it is possible to get a characteristic crep- 
itation, if there are many teeth and bony fragments these may be recog- 
nized by the examining fingers. Johnson says, ‘‘Dermoids with a large 
amount of putty-like contents may be indented by the examining fingers 
and these indentations may remain some time as in edema.’’ Kistner 
says that these tumors, when unattached, have a tendeney to float in 
front of the uterus. The case reported later by the writer confirms this 
statement. In view of the fact that so many of these neoplasms contain 
bone and teeth, the radiograph is of very great value. This is well 
brought out in a report of a case by Fagee. The patient, age 27, had at 
first diffuse abdominal pain, later it was of a colicky nature with nausea 
but no vomiting. Renal colie, due to calculus, was at first suspected ; but 
x-ray showed two teeth at the level of the pelvie outlet; the root canals 
showing distinetly in the plate. X-rays of kidneys showed no evidence 
of calculi. After being sent to the surgical ward the patient suddenly 
hegan to vomit violently, became distended and tympanitic, showing 
sigs of pressure on ureter and intestinal obstruction ; previous to attack 
of obstruction she had suddenly passed an unusually large quantity of 
urine, suggesting that the renal symptoms at the early stage were due to 
temporary hydronephrosis. Laparotomy disclosed two ovarian evsts, 
firmly impacted in the pelvic brim. Both were multilocular, contained 
hair and the usual pulpy matter; teeth were found in the right cyst ; 
the left evst evidently pressed on the pelvie colon causing the obstrue- 
tive symptoms. Both evsts were extirpated, no trace of ovarian sub- 
stance or of supernumerary ovaries could be seen macroscopically. Re- 
covery uneventful. Teeth in right evst were about as long as adult 
canines; no other traces of dental or bony matter were found; a few 
calcified areas were observed in the debris. Notwithstanding the fore- 
going, the fact remains that a very small percentage of these tumors are 
diagnosticated before operation or autopsy. 

In the matter of treatment there are a few established rules. Remove 
the tumor always by the abdominal route. Operate as soon as diagnosis 
is made; this is especially urgent when there is a co-existing pregnancy. 
When a dermoid is associated with uterine fibromata it should be re- 
moved with the uterus. Carefully scrutinize the opposite ovary. To 
illustrate the importance of this injunction I quote from a report of a 
ease by Campbell: ‘‘A woman, aged forty, one child aged sixteen; no 
miscarriages; complained of colicky pains at nearly every menstrual 
period, otherwise her health was normal. On examination she was found 
to be tender about the appendix. She had a small eystie tumor, ap- 
parently of the left ovary, in Douglas’ pouch. The right ovary was felt 


near the pelvie brim and seemed to be normal. Abdominal section was 


a 
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performed. The left ovary proved to be eystie, prolapsed and was re- 
moved. The right ovary was a little enlarged and had a fluctuation feel. 
The greater part was excised. Both ovaries were found to be dermoid. 
The patient’s symptoms were referred to the right ovary, which was not 
prolapsed, but contained a deep-seated cyst, bounded all around by ova- 
rian tissue, which it was stretching as it gradually grew. This ovary was 
so normal in appearance that it was nearly left behind. Its tense eystie 
feel, and the fact that the pain was referred to the right side led to its 
getting more attention than it, at first sight, appeared to deserve, and 
terminated in its removal.’’ On the other hand it is important to conserve 
as much ovarian tissue as possible in aecord with the rule laid down’ by 
Schroeder in 1882. 

In view of the fact that it is impossible to differentiate ovarian 
evsts that have been infected, it should be the rule that none of these 
eysts be tapped at time of the operation. Graves says: ‘‘The eyst con- 
tent is proteolytic and corrosive, and when discharged into the abdomen 
by rupture of the cyst is conducive to peritonitis.”” The qualifying word 
‘conducive’? is well chosen because it is a well-known fact that the con- 
tents of these cysts have often escaped into the peritoneal cavity without 
any ill result. Graves also calls attention to the facet that, ‘‘ Malignant 
change may take place in some part of the ineluded tissue, most com- 
monly of the epithelial type and next frequently of the thyroid tissue.’’ 
Furthermore, these tumors are vulnerable to hematogenous infection; 
one notable case has been reported in which the typhoid bacillus was 
found. Therefore, never aspirate; and prevent, if possible, the escape 


of any of the contents of these tumors into the abdominal cavity. 


CASE REPORT 
Mrs. D., 


and one half years and nine months old, respective ly. amily history eood, In child 


ved twenty-five, married four years, the mother of two children, two 


hood she had all the communicable diseases incident thereto, plus typhoid fever. Fol- 
lowing this her health had been remarkably good. Her menstrual life began at four- 
teen, was of the 28 day type, normal, and only interrupted by two pregnancies and 
subsequent lactation periods, She had no miscarriages. 

This patient was referred to me by her family physician, March 21, 1920, She 
gave a history of cramp-like pain, five months previous, in the lower left quadrant 
of the abdomen, following a short horse-back ride. This pain was very severe and was 
accompanied by intestinal obstruction and a constant desire to urinate. However, she 
was soon relieved by an anodyne and a short stay in bed, Following this attack she 
discovered a round lump, easily felt, above the rim of the pelvis and a little to the 
right of the midline. She noted also that this tumor would disappear when she 
assumed the recumbent posture. Five days before coming under my observation she 
lost her balance in stepping from a chair to the floor and was again seized with 
violent pain accompanied by frequent micturition similar to, but more severe and 
persistent, than in the previous attack. Each physical examination of the patient 
was followed by pain, lasting for some hours. The examination revealed a tumor 
about the size of a large orange anterior to and a little to the right of the uterus. It 
could be displaced without moving the uterus, but this caused great pain, Apparently 


there was a marked increase in the size of the tumor during the few days she was 
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under observation, This led to a preoperative diagnosis of a cystoma of the left 
ovary with hemorrhage into the cyst. Celiotomy was performed March 24, 1920, 
through a median incision, and the tumor removed without difficulty. It was some- 
what larger than a man’s fist, very dark in color, and highly congested. The pedicle 
was tightly twisted. The tumor was monolocular and contained about 1000 ¢.c. of 
oily fluid, sebaceous material, a small tuft of light-brown hair, a fairly well formed 
lower jaw bone, ten well-formed teeth and a few irregular pieces of bone and 
cartilage, The symptoms were easily accounted for by the torsion of the pedicle 
and the mechanical interference with the function of the bladder and bowel, The 
patient made a prompt recovery and was discharged from the hospital April 11, 1920, 


ng outline of air filled bladder with overlapping shadow of ovarian 
dermoid cyst containing teeth and lower andible 


The writer, in reporting this case with its mistaken diagnosis, has 
been prompted by a desire to emphasize the fact that the mistake would 
have been avoided if we had called to our assistance a competent radi- 
ographer. The treatment and result would have been the same. But if 
is always a great gratification to a surgeon, and worthy of his best en- 
deavor, to have his operative findings agree with his preoperative judg- 
ment, 

In submitting herewith a radiographic print of the tumor (Fig. 1), 
above described, placed as near as possible to the position it had occupied, 
it is with the single purpose of calling attention to the advantage of an 
air filled bladder, in order to get a background in sharp contrast to the 
tumor outline, Finally, it is suggested that in addition to the fore- 
going, a stereoradiograph of all suspected dermoids would still better 
demonstrate their size, character of content, and relative position. 
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THE STATUS OF INTRAUTERINE STEM PESSARY BASED ON 
A STUDY OF 205 CASES WITH END RESULTS IN 117 CASES* 


By Reeinatp M. Rawus, M.D., F.A.C.S., New York, N. Y. 


IE intrauterine stem pessary has been used for a little over a century 

and numerous articles have been published setting forth its thera- 
peutic value, but up to the present time its status is still undetermined. 
In a recent ‘* Year-book on Gynecology and Obstetries’’ appeared an ab- 
stract of an article which claimed that the stem pessary was of value 
in certain conditions and immediately following was the Editor’s note 
stating that ‘‘the stem pessary is dangerous and of doubtful value in any 
condition.”’ Therefore it will be my endeavor, in the following study, 
to attempt to establish the status of the intrauterine stem pessary. 

From October 1, 1915, to September 30, 1919, there were treated in 
the Woman’s Hospital 9,003 patients on whom were performed 15,823 
operations. During this period 205 intrauterine stem pessaries were 
inserted which gives for this operation 2.3 per cent of the patients under 
treatment and 1.3 per cent of the operations performed. For this period 
309 patients had either dysmenorrhea, amenorrhea, sterility, anteflexion 
of the uterus, congenital malformation of the uterus, or stenosis of the 
cervix. In such conditions the stem is most often indicated and yet, in 
this series, it was used in only 51.7 per cent of the cases. Thus this 
series, by twenty-eight surgeons in 96 private and 109 ward cases, would 
seem to represent the conservative use of the stem and its analysis should 
obviously give us a better average primary and end result than the study 
of a series of cases of an individual operator. 

The indications for employing the stem were: dysmenorrhea in 107, or 
52.2 per cent; sterility in 47, or 22.9 per cent; dysmenorrhea and steril- 
ity in 23, or 11.2 per cent; conditions other than dysmenorrhea or steril- 
ity in 15, or 7.3 per cent; and in 13 of the private cases indications for 
the operation were not obtained. Insertion of the stem alone was done in 
147 cases, combined with minor operations in 13 cases and combined 
with major operations in 45 eases. Preliminary to insertion of the stem 
divulsion and curettage, with sharp curette, were used 173 times; divul- 
sion and curettage, with dull curette, 11 times; and divulsion alone 21 
times. The curettings were examined microscopically in only 48 eases 
and showed normal endometrium in 33, or 68.8 per cent; hyperplasia in 
10, or 20.8 per cent; and interstitial changes in 5 or 10.4 per cent. 

We have records in 186 cases which show that the hard rubber or 
Davenport stem was used in 102, or 54.5 per cent; the glass stem in 80, 

*Read by title before the American Gynecological Society, May, 1920, and in abstract before 
the New York Obstetrical Society, November 9, 1920 
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or 43 per cent, the straight or Baldwin in 40 and the curved or Ward in 
40; and the ‘‘ Wylie drain”? in 4, or 2.2 per cent. For 124 cases the stem 
remained in situ in 16 under one month; in 36 from one to two months ; 
in 24 from two to three months; in 15 from three to four months; in 3 
from four to five months; in 1 for five months; and in 29, or 23.4 per cent 
the stems cut out in part or in whole. Of these 29 cases, in 20, or 69 per 
cent, the glass stems were used, 15 curved and 5 straight, and in 9, or 
OL per cent, the hard rubber stems were used. The methods for securing 
the stems were for the hard rubber two to four individual sutures of 
silkworm gut and for the glass two to four point suspension sutures of 
the same material secured by shot and washers or bone buttons and in 


only one case was silver wire used. 
I, SEQUELAL OF INSERTION OF INTRAUTERINE STEMS 


1. Postoperative Temperature.—In determining sequele our atten- 
tion is first directed to the postoperative temperature curve and a study 
of this shows that in 147 cases of insertion of the stem with a prelimi- 
nary divulsion or divulsion and curettage, sharp or dull curette, the tem- 
perature remained below 100° EF. in 90 or 61 per cent; ranged from 
100° FF. to 1017 EF. in 50, or 34 per cent; and ranged to 101° F. and above 
in 8, or 5 per cent. If we consider the temperature below 101° F. as a 
normal operative reaction it will be necessary to analyse only 8 of these 
cases. In 7, or 87.5 per cent, a preliminary divulsion and curettage, with 
a sharp curette, was done and in 1, or 12.5 per cent, a divulsion alone 
preceded the insertion of the stem. In none of these cases is a micro- 
scopic examination of the endometrium recorded and as it is a rule of the 
hospital to send all tissue to the pathologist for diagnosis it is reasonable 
to assume that the curettings were macroscopically normal or that the 
curettage was only a matter of routine. Ilowever, all things being equal 
it seems, in insertion of the stem, the preexisting condition of the endo- 
metrium is not a factor in the postoperative rise of the temperature for 
in 48 cases in whom a microscopic examination was made but 5, or 
10.4 per cent, showed interstitial changes and but 10 or 20.8 per cent, 
showed hyperplasia and of the former only one and of the latter only 
two had a rise of temperature to 100.8° IF. Nevertheless it is inter- 
esting to note that the sharp curette was used in all of the cases except 
one in whom there was a postoperative rise above 101° F. 

A further analysis of the cases with the high postoperative rise of 
temperature in which a divulsion and curettage preceded the insertion of 
the stem shows in two of them a preoperative diagnosis of salpingitis 
and also in one of these there was an endocervicitis and a positive Was- 
sermann. In both of these, it seems to the writer, there were contraindi- 
cations to the use of either the curette or the stem. In a third case there 


Was a postoperative pyelitis or cystitis which might have occurred after 
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any operative procedure or even after an examination under an anes- 
thetic. The following are abstracts of these three cases. 


Case 1.—Exacerbation of a chronic salpingitis, Mrs. N., thirty-five, married five 
years but never pregnant. Chief complaint, pain and swelling of lower abdomen and 
primary sterility. Left tube palpable and tender and a diagnosis of salpingitis made. 
Patient under observation for fifteen days during which time a study, with x-ray, 
was made of the gastrointestinal tract and at no time was the temperature higher 
than 99° F. Under anesthesia on the sixteenth day a diagnosis of primary sterility 
was made and a divulsion and curettage and insertion of stem pessary was done. No 
microscopic examination of the curettings is recorded. Three days later there was 
a foul vaginal discharge and the stem pessary was removed and douches ordered, 
but the following day the discharge was thick, yellow, and very offensive. Up to this 
time the highest temperature was 99° F. but the evening of the next or fifth day the 
temperature rose to 102.8° F. and patient complained of intense abdominal pain ae- 
companied by persistent nausea and vomiting. At the end of another twenty-four 
hours the temperature still registered 102° F. and did not return to normal until 
the fourteenth day after operation, Patient last examined three months after 
operation and the cervix was eroded and there was a mucopurulent vaginal discharge 
and the left adnexa was thickened and tender to palpation, 

Comment.—The divulsion, curettage and insertion of the stem caused the acute 
exacerbation of a chronic tubal condition but the blame for this should be charged 
to the operator rather than to the operation, 


CASE 2.—Suspected salpingo-oophoritis. Positive Wassermann and chronic endo- 
cervicitis. Mrs, C., twenty-eight, never pregnant. Complained of a drawing pain in 
right lower quadrant, sacral backache and vaginal discharge of ten years’ standing. 
A preliminary diagnosis was made of bilateral salpingo-oophoritis but was not sub- 
stantiated under anesthesia and the patient was subjected to a divulsion, curettage 
and insertion of a straight glass stem. Examination of the blood showed a weak 
positive Wassermann but no microscopic examination of the curettings is recorded. 
On the operative history appears the following note: ‘fOn account of an infected cer- 
vieal discharge (purulent) the cervix was thoroughly curetted with a sharp curette 
and an application of tincture of iodine made before the stem was introduced.’’ 
Strange to record is the fact that in six hours the temperature only rose to 101.2° F. 
and in another twenty-four hours it was normal and so remained until the patient's 
discharge, Patient seen four months later and no comment is recorded except that 
the uterus was anteflexed. 

Comment.—Fortunately no grave morbidity followed but if such had been the 
case it should be charged to the operator rather than to the operation, for there were 


contraindications to any intracervical or intrauterine operation, 


Case 3.—Postoperative pyelitis or cystitis. Mrs. P., twenty-five, never pregnant. 
severe dysmenorrhea and dyspareunia. Diagnosis, anteflexion, Five days preceding 
operation the temperature rose from 97° F. to 98.6° F. Divulsion, curettage and in- 
sertion of curved glass stem held in place by two points suspension suture of. silver 
wire secured by shot but stem cut out while patient was still in hospital. No micro 
scopic examination of the curettings was recorded, For five days following opera 
tion temperature ranged. from 98.6° F. to 99.6° F. but at noon of the sixth day it 
rose to 102.4° F. and the next morning it was 99.4° F. but in the afternoon rose to 
102° FL There was an afternoon rise until the ninth day when the temperature 
reached normal where it remained until patient’s discharge the eleventh day. The 
hedside notes of this case have been lost, but from the remaining history we find that 


patient had to be catheterized but once and that the urine was reported to be normal 
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before operation, but one day afterwards it contained a trace of albumin and masses 
of pus cells. The morning after the first rise of the temperature, the seventh day, 
there was a faint trace of albumin, pus cells, and shreads of mucus. The eleventh 
day albumin was not present but there were a few pus cells. Patient seen five months 
later; while there was no return of he: symptoms, her dysmenorrhea was not relieved. 

Nore: The temperature in this case was caused by a pyelitis or cystitis and was 
in no way due to the particular form of operation. It might have followed any 


operative procedure or even an examination under an anesthetic. 


Thus there remain but 5, or 3.4 per cent, with a postoperative rise of 
temperature above 101° F. which should be regarded as a sequela of the 
insertion of the stem pessary or its accompanying divulsion or divulsion 
and curettage, and a review of the following abstracts will show that 
the high temperature was of short duration and was followed by no per- 
manent morbidity. 


Case 1.—Mrs, G., thirty, married five and a half years, and never pregnant al- 
though two years before she had been curetted. Her chief complaint was primary 
sterility and a diagnosis was recorded of anteflexion, A divulsion, curettage and in- 
sertion of a Davenport stem, held in place by four silkworm-gut sutures, was done. 
Postoperative temperature from 98.4° F. to 100° F. until the fourth day when it rose 
to 101.2° F., but in four hours it was normal and remained so until patient’s dis- 
charge the tenth day. No microscopic examination of the curettings is recorded, 
Stem was removed at the end of two months and patient examined eight months 


later and the uterus was anteflexed, adnexa normal and patient was still sterile. 


Case 2.—Mrs. B., twenty-nine, married two years but never pregnant. Complained 
of dysmenorrhea and primary sterility; diagnosis made of antiflexion. Temperature 
for the four days before operation ranged from 97° to 98° F. and a divulsion, 
curettage and insertion of a straight glass stem was done. No microscopic examina 
tion of the curettings is recorded, Jour hours later temperature rose to 101.2° F. but 
in thirty-six hours it dropped to normal, where it remained until patient’s discharge 


the sixth day. No follow-up was possible in this case. 


CASE 3.—Mrs,. twenty-five, never pregnant. Complained of dysmenorrhea and 
irregular menstruation. During the four days preceeding operation temperature 
from 96° F. to 98.8° F. Divulsion, curettage and insertion of straight glass stem 
held in place by two point suspension suture of siikworm-gut. No microscopic exam- 
ination of the curettings recorded. Six hours after operation temperature rose to 
101L.6° FL but was normal the next morning and ranged from 98° F. to 99° F, until 
patient’s discharge, the seventh day. The stem was removed at two and a half months 
and patient seen seventeen months after operation and was relieved o7¢ dysmenorrhea 


but was just as irregular as before operation, 


Case 4.—Mrs. J., twenty-six, never pregnant. Complained of dysmenorrhea and 
a diagnosis of anteflexion was made. Divulsion, curettage and insertion of a Daven 
port stem. No microscopic examination of the curettings recorded. Temperature 
normal before and twenty-four hours after operation but four hours later it rose to 


101.8° F. and in another four hours it rose to 103.4° F. Patient complained of being 
very uncomfortable, there was headache and profuse perspiration. She was given 
phenacetine and caffeine and at the end of four hours temperature was 99.2° F. The 
sueceeding four days the temperature rose from 98° F, to 99° F, and patient was 
discharged on the fifth day. Last seen one year after operation, she was in good 


condition and the dysmenorrhea was improved. 


| 

| 

| 


wor 


RAWLS: INTRAUTERINE STEM PESSARY 503 


Case 5.—Mrs, M., twenty-eight, never pregnant. Complained of sterility and 
amenorrhea for twenty months. Diagnosis made of anteflexion. The cervix was 
thoroughly divulsed, curved glass stem was inserted and held in place by three point 
suspension suture of silkworm-gut. The temperature was normal before operation but 
six hours afterwards it rose to 102° F. but in twelve hours it was 100° F. and for 
twenty-four hours ranged from 100° F to 100.4° F. and then normal for three days, 
at which time patient was discharged, The follow-up shows that this patient became 
pregnant but miscarried. 


In determining the sequele other than the postoperative rise of tem- 
perature it is necessary to follow the cases after their discharge from 
the hospital and this has been possible in only 102 of the 147 eases, or 
69.4 per cent, of those in whom the insertion of the stem was accompanied 
by no other operative procedure except divulsion or divulsion and euret- 
tage. Therefore our percentages will now be based on the cases seen for 
at least one month after operation. 


2. Retroversion.—(Four eases of 102, or 3.9 per cent.) It is the ex- 
perience of the author that retroversion of the uterus may be caused by 
the stem pessary, which observation is borne out by this study. This oc- 
curs most often after the use of the Davenport stem as there is a knob 
which extends into the vagina and causes the posterior wall of the vagina 
and the feeal column in the rectum to carry the cervix forward and thus 
retrovert the uterus. However, it may happen with a smooth glass stem 
when it ceases to be entirely intrauterine, because a suture was tied too 
loosely or cuts out from its high position in the cervix. The following are 
the abstracts of the four eases in which retroversion was caused by the 
stem, and shows that the Davenport stem was probably used in three of 
them, and that the retroversion was permanent in three of the four 


Cases. 


CASE 1.—Miss II., twenty-six, complained of severe dysmenorrhea and vomiting. 
Dinenosis made of anteflexion and a divulsion and curettage and insertion of a 
straight glass stem was done. Curettings not saved for microscopic examination, 
Temperature after operation from 98° F. to 99.8° F. but on the eleventh day there was 
severe backache and an examination showed the uterus to be retroverted and the stem 
Was removed. Jour months later the uterus was retroflexed and dysmenorrhea was 


unrelieved., ‘ 


Case 2.—Mrs. R., nineteen. Complained of dysmenorrhea and vaginal discharge. 
Diagnosis made of infantile uterus, and divulsion, curettage with dull curette, and 
insertion of Davenport stem was done, No microscopic examination of the curettings 
recorded, Temperature after operation from 98° F. to 100° F, and convalescence 
normal, but on discharge, the eighth day, uterus was found retroverted and the stem 
was removed, Six months later uterus in normal position and patient relieved of 


dysmenorrhea. 


CASE 3.—Miss G., twenty-three. Complained of dysmenorrhea and diagnosis made 
of anteflexion, Divulsion, currettage and insertion of stem. The stem used is not 
specified but it was probably the Davenport as this was most often used by this 
operator. Microscopic examination of the curettings showed interstitial endometritis 


but the temperature only ranged from 98° F. to 100° F. Patient seen ten weeks 
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after operation, The dysmenorrhea was unrelieved and the uterus was still retroverted 


but the adnexa were normal, 


Case 4.—Mrs, T., thirty-two. Complained of dysmenorrhea and diagnosis made 


of anteflexion, A divulsion, curettage and insertion of a Davenport stem was 
done, The postoperative temperature ranged from 97° F. to 99.2° F. On discharge 


the uterus was found to be retroverted and the stem was removed, Patient, seen 
seventeen days after operation, was relieved of the dysmenorrhea, but the uterus 
was still retroverted., 

3. Irregular Menstruation. Five cases of 102, or 4.9 per cent.) In 
5 cases, or 4.9 per cent, there were menstrual irregularities such as 
amenorrhea, menorrhea, frequency or increased dysmenorrhea. The 
most severe were the cases of menorrhagia which occurred with the 
stems in situ and necessitated their removal. The following are ab- 


stracts of these cases: 


CASE 1.—Mrs. A., twenty-seven. Pain before and throughout her menstrual period 
which is seanty with clots, otherwise normal as to time and duration, Diagnosis 
of anteflexion and a divulsion, curettage and insertion of Davenport stem, Curettings 
not saved for microscopic examination, Five weeks later patient reports that she 
has had a normal menstruation although stem was still in situ. In her fifth month 
after operation she reported that she had missed two periods but examination failed to 
reveal any evidences of pregnancy. In her sixth month she reported that the men- 
struation was now normal and that there was pain only before instead of throughout 


her pel iod, 


CASE 2.—Mrs, G., twenty. jackache and pains in lower abdomen for four weeks 
and secondary sterility. Diagnosis of stenosis of the cervix and anteflexion,  Divul- 
sion, curettage and insertion of a Davenport stem. Microscopic examination of the 
curettings showed premenstrual uterine mucosa. Stem removed at end of four weeks, 
and four and a half months later patient reported that on two occasions she had men- 
struated twice ina single month. Previous to operation her menstruation had always 
been every twenty-eight days and of two days duration, 


Case 3.—Mrs. K., twenty-eight. Dysmenorrhea, Diagnosis of anteflexion and 
divulsion, curettage and insertion of a Davenport stem. No report of the microscopic 
examination of the curettings. For two years previous to operation menstruation 
irregular as te time, three to five weeks, or three to five days duration and moderate 
in amount, with dysmenorrhea. One year after operation patient reported that 


menstruation was unchanged except that the dysmenorrhea was much more severe, 


Cask 4.—Miss C., twenty-six. Essential dysmenorrhea and at times profuse 
thick white to yellow leucorrhea, Diagnosis of anteflexion and endocervicitis divul 
sion, curettage, and insertion of a straight glass stem. Curettings small in amount 
and not saved for examination. Three weeks later menstrual period most profuse 
and accompanied by severe uterine colic, Medicinal measures and an iee-bag resorted 
to but flow became hemorrhagic in character and did not let up until stem was 
removed, Patient last seen several months later; while the menorrhayia’ had not 
recurred, the dysmenorrhea was not relieved. 

CASE 5.—Mrs. I., twenty-eight. Essential dysmenorrhea. Diagnosis of stenosis 
of the cervix and anteflexion; divulsion, curettage and insertion of Davenport stem. 
No microscopic examination of the curettings recorded. Four weeks later patient 
was seized with severe menorrhagia and stem had to be removed. Patient seen ten 
months later and there had been no further menorrhagia and the dysmenorrhea was 
relieved. 
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4. Parametritis—(Three of 102 cases, or 2.9 per cent.) In three 
cases or 2.9 per cent there was evidence of a parametritis which was 
elicited by vaginal examination, as shown by tender thickening or exu- 
date either in the lateral fornices or posterior to the uterus. The follow- 
ing abstracts of these cases show no permanent morbidity. 


Case 1.—Mrs, L., twenty-six. Complained of pains in the flanks, headache and 
menorrhagia, Diagnosis of anteflexion and undeveloped and retrocessed uterus; di- 
vulsion, curettage and insertion of stem was done. The stem was probably a Daven- 
port, as this form was most often used by this operator. Stem in situ for two months 
and when examined five and a half months after operation patient reported relief of 
symptoms but a bimanual examination showed the uterus retrocessed with an area 
of tenderness on its posterior surface. Previous examinations made, respectively, 
at the second and third months, did not disclose this tenderness and it is a debatable 


point as to whether the stem caused this condition. 


CASE 2.—Mrs. L., twenty-nine. Secondary sterility and amenorrhea for three 
months. Diagnosis of prolapsed ovary and sterility; divulsion, curettage and inser- 
tion of Davenport stem. Microscopie examination of the curettings showed normal 
uterine mucosa of the premenstrual type. «Stem removed at three months and vaginal 
examination showed a small amount of thickening in the broad-ligament. One 


month later the thickening had disappeared but patient still had amenorrhea, 


CASE 3.—Mrs, F., twenty-six. Dysmenorrhea with a diagnosis of anteflexion and 
divulsion, curettage and insertion of a Davenport stem. Microscopic examination 
of the curettings showed interstitial endometritis and hyperplasia of the uterine 
mucosa, The highest postoperative temperature was 100° F., the convalescence was 
uneventful, and patient was discharged the eleventh day. Six weeks later there was 
a slight exudate in the left broad ligament, and although the stem was not removed 


for another month, there is no record of any exudate present at this time. 


d. Adneral Disease —(Kight of 102 cases, or 7.8 per cent.) In eight 
of the one hundred and two cases there were, following the use of the 
stem, varying degrees of adnexal disease. But with careful study half 
of these eases should have been avoided, for in four there were recorded 
preoperative diagnoses of either salpingitis, or endocervicitis or pelvic 
conditions requiring abdominal section. Thus the unavoidable oceur- 
rence of adnexal disease following the use of the stem in our series was 
3.9 per cent. 


CASE 1. (See case 1 under Poston rative Temperature, ) 


2.—Mrs. A., twenty-eight. Chief complaint dysmenorrhea and leucorrhea 
and for two years abdominal and rectal pain. Appendectomy fifteen months ago at 
Woman’s Hospital and at this time the adnexae were normal and there were no pelvie 
adhesions, Present examination showed both tubes slightly enlarged and tender 
with an anteflexed uterus. The latter diagnosis was verified under anesthesia, and 

divulsion, curettage and insertion of a curved glass stem was done. Microscopie 
examination of the curettings showed normal uterine mucosa of the premenstrual 
type. Uneventful recovery, highest temperature 99.8° F. and patient was discharged 
the eighth day after operation. 

Patient readmitted ten months later still complaining of previous symptoms except 
there was relief of dysmenorrhea, A bilateral salpingectomy and separation of ad- 


hesions was done and the microscopic examination showed perisalpingitis and cireu- 
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latory disturbances of both tubes. Ten days after operation patient died of shock 


and septic peritonitis. 


Note.From a review of this history it seems justifiable to conclude that the 


patient had a salpingitis when the stem was introduced and as there was no acute 


exacerbation, the mortality should not be charged to the stem. 


Case 3.—Mrs. W., twenty-seven, a private case and records incomplete, Dysmen- 
orrhea and sterility with a diagnosis of undeveloped retroverted uterus with stenosis 
of the cervix and laparotomy advised but refused. Therefore a divulsion, curettage 
and insertion of a Davenport stem was done, Patient remained in the hospital one 
week after operation and temperature ranged from 98° F, to 99.8° F. On the fif- 
teenth day there were severe abdominal pains and the stem was removed. Several 


wecks later patient was subjected to a total hysterectomy for pelvie infection. 


CASE 4.--Miss O., twenty-seven. Dysmenorrhea with a diagnosis of anteflexion 
and endocervicitis; Divulsion and insertion of a Davenport stem. The postoperative 
temperature was never above 100° F. and patient discharged the ninth day with the 
following note ‘*stem and uterus in good position, no erosion of the cervix, no leu 
corrhea and adnexw normal.’’ One month later patient reported the dysmenorrhea 
was still present and an examination showed bilateral adnexal disease.  Vatient 
treated in O.P.D. and at the end of a year the leucorrhea and adnexal disease had 
cleared up, but the dysmenorrhea was unrelieved, 

Cask 5.—Mrs. E., twenty-four. Dysmenorrhea with diagnosis of acute ante- 
flexion and infantile uterus, Divulsion and insertion of a straight glass stem. High- 
est postoperative temperature 100.8° F, and patient discharged the twelfth day. One 
week later she had severe uterine pain and stem was expelled. On examination both 
lips of the cervix were found bisected and there was tenderness and thickening of 
both adnexw, After two months’ treatment in the out-patient department, the sal- 
pingitis cleared up although patient complained of pain in the right lower quadrant 
of the abdomen and at the end of seven months the patient reported that she 


was relieved of symptoms and that the last menstruation was free of pain. 


CASE 6.—-Mrs, M., twenty-six. Complained of painful urination and dysmenorrhea 
and a divulsion, curettage and insertion of a Davenport stem was done. No micro- 
scopic examination of the curettings recorded, Highest postoperative temperature 
100° KF. Six weeks later the dysmenorrhea was unrelieved and there was a considera- 
ble amount of leucorrhea and one month still later there was found slight tenderness 
in the left fornix. Two weeks after this the stem was removed and it was recorded 
that there was a good symptomatic result, 


Case 7.—Mrs. K., twenty. Primary sterility with diagnosis of anteflexion.  Di- 
vulsion, curettage and insertion of a Davenport stem. No microscopic examination 
of the curettings recorded. Highest postoperative temperature 99.6°F, At the 
second week the stem was removed as a salpingitis had developed and fifteen months 


after operation patient was still sterile and had adnexal disease. 


CASE 8.—Mrs, G., twenty-seven. Dysmenorrhea and primary sterility with a diag- 


nosis of anteflexion and stenosis of the cervix. Divulsion, curettage and insertion 
of a Davenport stem. No microscopic examination of the curettings recorded. Stem 
removed the seventh day because of pelvie pain and tenderness. Patient seen one 


year after operation and the dysmenorrhea was relieved but she was still sterile. 
6. Uterine Colic —(Two Cases of 117. or 1.7 per cent.) Two of the 
117 cases which were followed, or in 1.7 per cent, the stem caused uter- 


ine colic which was not relieved until the stem was removed. These 
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‘“ases may have been mild grades of salpingitis but they are not so 
classified as a review of the following abstracts will show that the pain 
quickly subsided on removal of the stem and there was no further 
evidence of tubal involvement. 


Case 1.—Mrs. B., thirty. Dysmenorrhea and primary sterility. Divulsion, curet- 
tage and insertion of a curved glass stem, Microscopic examination of the curettings 
showed hyperplasia of the uterine mucosa. Highest postoperative temperature 
100.6° F. On the tenth and eleventh day patient had severe uterine cramps which 
were not relieved until the twelfth day when the stem was removed. Fifteen months 
later patient reported that the dysmenorrhea was greatly improved but that she was 
still sterile. 


CASE 2.—Miss W., twenty-eight. Dysmenorrhea with diagnosis of anteflexion and 
left salpingo-oophoritis. Divulsion, curettage and insertion of a curved glass stem, 
left salpingo-oophorectomy and appendectomy. Pathologie diagnosis salpingitis 
isthmica nordosa simplex. On the ninth day there were severe uterine cramps which 
ceased when stem was removed. Highest postoperative temperature 100.8° F. Eleven 
months later the dysmenorrhea was improved but patient had contracted pulmonary 
tuberculosis. 


II. SEQUELA. OF INTRAUTERINE STEM AND MINOR OPERATIONS 


There were sequelew in two eases in which minor operations were 
done in addition to insertion of the stem. These can hardly be charged 
to the stem pessary as there were cutting operations on the cervix or 
the uterus and in one of the cases there was a dissection of the vagina. 
The following are abstracts of these cases: 


Case 1.—Mrs. B., twenty-three. Dysmenorrhea and secondary sterility with ante- 
flexion, divulsion, curettage, incision of the internal os and an insertion of a curved 
glass stem. Microscopie examination of the curettings showed hyperplastie premen- 
strual uterine mucosa. First twenty-four hours patient complained of severe head- 
ache, but highest temperature 100° F. The second day there was severe abdominal 
pain with tympanites which was relieved by an enema. The temperature remained 
normal until 8 P.M., the beginning of the third day, when it rose to 102° F., and 
patient complained of being very nervous and generally uncomfortable. Sponge bath 
and ice-bag to abdomen and in twenty-four hours temperature was 101° F., but 
did not remain normal ‘until the seventh day. During this time patient complained 
of abdominal pains and cramps. The seventeenth day stem was removed as the suture 
had cut through the posterior lip of the cervix. No follow-up was possible in this 


case, 


Case 2—Mrs. M., thirty. Primary sterility with a diagnosis of infantile anteflexed 
uterus. Divulsion, curettage, vaginal hysterotomy and insertion of a curved glass 
stem. Microscopic examination of the curettings showed premenstrual uterine mu- 
cosa. In twenty-four hours the temperature rose to 102.8° F. and patient was rest- 
less and the abdomen distended, Symptoms relieved by an enema but for another 
twenty-four hours temperature was still 102° F. A further study of the case showed 
the sypmtoms to be due to a B, coli infection of the bladder, The temperature 
became normal the fourth day and patient was discharged the cighth day. Patient 


last heard from thirteen months after operation and was still sterile. 


| 
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Hl. SEQUEL. OF INTRAUTERINE STEM AND ABDOMINAL OPERATIONS 


Of the 45 cases on whom abdominal operations were performed in 
addition to insertion of the stem pessary, we are able to follow-up but 
02, or 71.1 per cent, and we find sequelw in 7, or 21.9 per cent. How- 
ever, the following review of the operations performed and the sequel 
seem to prove that in four of these cases the intraabdominal work 
rather than the insertion of the stem pessary was the cause of the 
morbidity. 

Case 1.-Myomectomy, resection of the left ovary, and right tube, shortening of the 
round ligaments and ventral suspension. At the end of seventeen months there was 
a slight exudate in the right broad ligament. 


Case 2.—Right salpingo-oophorectomy, appendectomy and separation of adhesions. 


At the fourth month there was left adnexal disease, 


Case 3.—Resection of both ovaries, shortening of the round ligaments and appen 


dectomy. At the third month there was pelvic pain and sensitive adnexe, 
CASE 4.—Resection of the left ovary, shortening the round ligaments, ventral sus- 
pension and appendectomy. At one month there was left-sided pelvic pain and the 


left tube and ovary were enlarged and tender, 


In 3 cases, or 94 per cent, the insertion of the stem pessary was 
probably the cause of the sequel as a review of the following abstracts 
will show: 


Case 1.—Miss K., twenty-four. Dysmenorrhea with stenosis of the cervix and 
retroversion, Divulsion, insertion of a straight glass stem and Alexander’s operation, 
No microscopic examination of the curettings recorded, Highest postoperative tem 
perature 100.4° fF. Two months later patient complained of the left-sided pelvic pain, 
present since operation, and while the uterus was in good position the left adnexe 
were tender but not enlarged, 

Case 2.—Mrs. M., twenty-nine, Primary sterility with diagnosis of retroversion 
and peritoneal adhesions, Divulsion and insertion of a straight glass stem, shorten 
ing of the round ligaments, appendectomy and separation of peritoneal adhesions, 
One month after operation stem in good position but was removed as both adnexw 
were enlarged and tender. One year later patient was still sterile, both adnexw were 


enlarged and tender and she also complained of irregular and painful menstruation. 


CASE 3—(See Case 2, under Uterine Colic.) 
END RESULTS 


In our final analysis of end results we have excluded all cases fol- 
lowed up less than three months and for sterility all eases followed up 
for less than five months. Thus of the 205 cases we have been able to 
analyze 117, (53 private and 64 ward), or 57 per cent, of the cases at 
the Woman’s Hospital in which the stem pessary was used from Octo- 
ber 1, 1915, to September 30, 1919. This analysis was possible, in ward 
cases, by the use of the ecard index of our ‘* Follow-up Clinie’’ and in 
private cases through a questionnaire sent to the individual operators. 


Therefore we have end results of insertion of the stem pessary with its 


__ 
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accompanying divulsion, or divulsion and curettage in 83 of 147 cases, 
or 56.6 per cent; combined with minor operations in 2 of 13 eases, or 
id.3 per cent; and combined with major or abdominal operations in 
32 of 45 cases, or 71.1 per cent. These cases were under postoperative 
observation for varying lengths of time and the following are the 
percentages for the 117 cases: 54.7 per cent for three to twelve months; 
17.1 per cent for twelve to twenty-four months; 23.1 per cent for 
twenty-four to thirty-six months; and 5.1 per cent for thirty-six to 
forty-eight months. Of the majority of the cases, or 54.7 per cent, 
who were followed only during the first year after operation, 23.1 per 


TABLE I 
FoLLOW-UP ANALYSIS FOR DYSMENORRHEA (END RESULTS FOR THREE 
MONTHS OR LONGER) 
NUMBER PARTIALLY NOT PERCENTAGE 
OF CASES RELIEVED RELIEVED IMPROVED RELIEVED IM PROVED 


A. Insertion of Stem for Dysmenorrhea,. 


PRIVATE 14 } S 2 67.1 85.7 

WARD 28 5 13 10 46.4 64.3 
Insertion of Stem for Dysmenorrhea and Sterility. 

PRIVATE 8 0) S 0 100 100 

WARD 1 0 1 0 100 100 
Insertion of Stem for Dysmenorrhea, Appendectomy. 

PRIVATE 2 ) 2 0) 100 100 

WARD 0 0) 0) 0 
Total 

PRIVATE 24 { 18 2 75 91.7 

WARD 30 5 14 1] 46.7 63.5 


fy. Insertion of Stem for Dysmenorrhea, Shortening the Round Ligaments, Appen- 


dectomy. 


PRIVATE 5 0 5 0 100 100 

WARD 2 1 ] i) 50 100 
Insertion of Stem for Dysmenorrhea and Sterility, Shortening the Round Liga- 

ments, 

PRIVATE 2 0) 3 0) 100 100 

WARD 1° 0 0 100 100 
Insertion of Stem for Dysmenorrhea, Abdominal Operations. 

PRIVATE } 2 ] ] 25 75 

WARD 0) ] 33.5 
Total 

PRIVATE 2 ] 75 91.7 

WARD 6 3 3 0 50 66.7 

(. Total for Dysmenorrhea. 

PRIVATE 36 6 27 3 75 91.7 

WARD 36 6 17 13 $7.33 66.3 


| 2 12 “ 16 61.1 77.8 
| 
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cent were observed for three to six months; 15.4 per cent were ob- 
served for six to nine months; and 16.2 per cent were observed for nine 
to twelve months. Thus while only 45.3 per cent of the cases were 
followed up after twelve months it seems that any benefit accruing 
from the use of the stem should occur before this time and therefore 
it is fair to determine the status of the intrauterine stem from the 
data in hand. 

The end results for private and ward cases have been tabulated sep- 
arately. I°or dysmenorrhea we have recorded the findings as im- 
proved and not improved and have subdivided improved into partially 
relieved and relieved and have calculated the percentages under these 
subdivisions. (See Table I.) lor sterility the findings are recorded as 
relieved and not relieved with the percentage for the former. (See 
Table If.) Further we have analyzed the results of the use of the 
stem in cases who did not complain of dysmenorrhea or sterility but 
in Whom an anteflexion of the uterus or a stenosis of the cervix or 
both seemed to contribute to the symptom-complex. (See Table III, A.) 
l‘inally we made a summary of the end results of the use of the intra- 
uterine stem in 117 of the cases which were followed up for three 
months or longer. (See Table IIT, B.) 

A review of these statistics gives for dysmenorrhea in 24 private 
cases, 22 of insertion of stem and 2 insertion of stem and appendectomy, 
improvement in 91.7 per cent, with relief in 75 per cent. For dys- 
menorrhea in 30 ward eases, 29 of insertion of stem and 1 of insertion 
of stem and appendectomy, improvement in 63.3 per cent with relief 
in 46.7 per cent. (See Table I, A.) For primary sterility in 25 private 
cases, 21 of insertion of stem and 2 with additional operations on the 
cervix or vagina or both, there was relief in 34.8 per cent. In 12 ward 
cases, of insertion of stem there was relief of primary sterility in only 
&.5 per cent. (See Table IL, A.) For secondary sterility the stem was 
used in but four eases, one private with no relief and three ward, two 
of insertion of stem with 50 per cent relief and one insertion of stem 
and abdominal operation with no relief. A total relief of secondary 
sterility of 25 per cent. (See Table If, D and FE.) 

If we analyze those cases in whom in addition to the stem the round 
ligaments were shortened or other intraabdominal operations were 
done we find that in 12 private eases of dysmenorrhea there was im- 
provement in 91.7 per cent and relief in 75 per cent and in 6 ward eases 
of dysmenorrhea there was improvement in 66.7 per cent and relief in 
50 per cent. (See Table I, B.) For private cases of primary sterility 
there was relief in 25 per cent and for 4 ward cases of primary and 1 
of secondary sterility there was no relief. (See Table IT, B and D.) 
Then if we take stock of all cases of dysmenorrhea and sterility in which 
the stem was used we have 36 private cases of dysmenorrhea with im- 
provement in 91.7 per cent and relief in 75 per cent, while in 36 ward 
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TABLE II 


FOLLOW-UP ANALYSIS FOR STERILITY. (END RESULTS FoR 5 MONTHS oR LONGER) 


NO. RELIEVED NOT RELIEVED PER CENT RELIEVED 


Primary Sterility 


A. Insertion of Stem for Sterility. 


PRIVATE 14 5 39.7 

WARD l 11.1 
Insertion of Stem for Sterility, Dysmenorrhea, 

PRIVATE 7 2 5 28.6 

WARD 3 0 3 0 
Insertion of Stem for Sterility, Minor Vaginal Operations. 

PRIVATE 2 1 1 50 

WARD 0 0 0) 0 
Total 

PRIVATE 23 8 15 34.8 

WARD 12 l 11 8.3 

B. Insertion of Stem for Sterility, Shortening the Round Ligaments. 

PRIVATE 2 50 

WARD 3 0 3 0 
Insertion of Stem for Sterility, Shortening the Round Ligaments, Appendectomy. 

PRIVATE 2 0) 2 0) 

WARD ] 0) 0 
Total 

PRIVATE l 3 25 

WARD 0) 0 

C, Total for Primary Sterility 

PRIVATE 27 4) 18 33.3 

WARD 16 I 15 6.25 

10 


D. Secondary Sterility 


Insertion of Stem for Sterility. 


PRIVATE I 0 ] 0 
WARD 2 l 1 50 
Insertion of Stem for Sterility, Abdominal Operation, 

PRIVATE iD 0 0 0 

KE. Total for Secondary Sterility 

PRIVATE 0) 0 

WARD J 2 
1 25 

KF. Total for Sterility 

PRIVATE 28 9 19 32.1 

WARD 19 ’- 17 10.5 


! 
| 
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cases Of dysmenorrhea there was improvement in 66.3 per cent and 
relief in 47.2 per cent. Likewise in 27 private cases of primary steril- 
ity, there was relief in 35.3 per cent with 1 case of secondary with no 
relief, while in 16 ward cases of primary there was relief in 6.25 per 
cent and 5 cases of secondary with relief in 55.3 per cent. (See Table 
II, C, D, and EF.) 


TABLE ITI 


FoLLow-ur ANALYSIS OF SyMPTOMS OTHER THAN DYSMENORRHEA AND STERILITY 
with ANTEFLEXION OR STENOSIS OF THE CERVIX CONTRIBUTING TO THE 


SyMPTOM-COMPLEX. (END RESULTS FoR 3 MONTHS orn LONGER) 


NO. PARTIALLY NOT PEK CENT PER CENT 
CASES RELIEVED RELIEVED IMPROVED RELIEVED IMPROVED 


A. Insertion of Stem. 


] 20 40 
Insertion of Stem, Abdominal Operation, 

0 2 1 66.6 66.6 

5 BY 50 


B. Summary of Follow up Analysis 


127 13 58 57 $5.7 0) 
Only 117 patients were followed up but 10 had been treated for both dysmenorrhea and 
erility and have been analyzed und both of these headings 


The higher percentage of successful results in the private cases when 
compared to the ward cases seems to be due to a more careful study 
and selection of the former for the use of the stem. This seems to be 
borne out by the fact that in this series of cases 66.6 per cent of the 
sequel occurred in the ward eases. Thus the failure to obtain results 
by the use of the stem or the deplorable sequel following its use should 
he more often blamed on the operator rather than the operation. 

*) 

SUMMARY OF FOLLOW-UP ANALYSIS 

If we combine the end results for private and ward cases we find in 
72 cases of dysmenorrhea there was improvement in 77.8 per cent, with 
relief in 61.1 per cent and in 47 cases of sterility there was relief in 
25.4 per cent. (See Tables I, C and Hl, I.) If in addition we inelude 
the & cases in which the stem was used for symptoms other than dys- 
menorrhea or sterility but in whom an anteflexion of the uterus or a 
stenosis of the cervix seemed to contribute to the symptom-complex 
then there was improvement in 55.9 per cent with relief in 45.7 per 
cent. (See Table IIT, B.) 

In a paper! read before the New York Obstetrical Society in 1913 
the author presented the available statistics of the operative results 
for dysmenorrhea and sterility. To these, others are added and a re- 
view of Table IV gives for operations other than insertion of stem a 
relief of dysmenorrhea in from 60 to 85 per cent with an average of 
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74.1 per cent and for sterility a relief of from 15 to 42.8 per cent, an 
average of 28.88 per cent. For insertion of the stem a relief of dysmen- 
orrhea in from 48.38 to 95 per cent, an average of 76.25 per cent and 


for sterility a relief of from 25 to 73.9 per cent, an average of 44.43 per 


TABLE LV 
STATISTICS FROM THE LITERATURE OF TITE OPERATIVE RESULTS FOR DYSMENORRHEA 
AND STERILITY 


RESULTS NO. CASES PER CEN‘ PER CENT REMARKS 
REPORTED BY: DYSMENORRITEA STERILITY 
RELIEVED RELIEVED 


For D. and C, 


Holden, G. R.2 95 60 15 
Rongy® ? 25 
Norris and Barnard4 28 78.5 ? 


For Pozzi Operation 


Pozzi ? 


Kor Dudley Operation 
Dudley® 100 79 12.S) 7 eases of prolonged ste- 
rility—3s relieved 
Wardsworth? OF 72.9 ? 
Rongy 11 ? a 
Goldenbergers 77.7 33.0 
Brickner? 64.5 For Ward Cases: Dys- 
menorrhea Relieved 55.1 
Sterility Relieved 17.2 
For Private Cases: Dys- 
menorrhea Relieved 84.6 
Sterility Relieved 12.1 
Combined Operations 
Holden, F, C10 10) 85 25 Dudley - Reynolds Opera- 
tions 
Wardsworth 78.7 30.7 Dudley Operation and: 
Anterior Wall 18 
Oophorectomy 
Alexander Oper. 1 
Ventral Suspension — 1 
‘ Appendix and Ovary 1 
Myomectomy l 
(13 Sterile—4 Relieved) 
Norris and Barnard 40 ? 39.7 D. and C, 28 
D. and C, and Wylie 
Stem 
Dudley and Wylie 
Stem 
Dudley ] 
Rongy® 36 ? 30.5 D. and C, 4 
Dudley 1] 
Stems 1s 


High Amputation 


of the Cervix 3 
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TABLE I1V—ConT’D 


RESULTS NO. CASES PER CENT PER CENT REMARKS 
REPORTED BY: DYSMENORRHEA STERILITY 
RELIEVED RELIEVED 


For Intrauterine Stem Pessartes 


Davenport! 200 ? 25 

W vliel! ? ? 

Beyeals +] 80 to S5 

Rongy 18 ? 

Norris and Barnard 9 77.7 ? 

Dickinson and Smith!5 16 62.5 

Norris!4 ? 38.57 

Townsend !6 95 

Townsend 23 73.9 

Watkins!7 31 48.38 Tents and Stems 


cent. Iurther it is of interest to note that Brickner in his series of 
Dudley operations obtained, as we did in our series of stems, a higher 
percentage of relief in the private cases. 

While we all recognize the unreliability of statistics, they are not 
more misleading in one operative procedure than in another and as our 
end results by comparison with other published results seem to be con- 
servative, it would seem that we are justified in making conclusions 
from the above study as to the status of the intrauterine stem. 


CONCLUSIONS 


1. The intrauterine stem pessary has a limited field of usefulness in 
evnecology. It is applicable to 51.7 per cent of patients suffering from 
either dysmenorrhea, sterility, amenorrhea, anteflexion of the uterus, 
stenosis of the cervix, or congenital malformation of the uterus. As 
an operative measure, it is applicable to 2.3 per cent of patients treated 
and 1.3 per cent of operations performed in a gynecological hospital. 

2. From its use sequelae, other than a temporary rise of temperature, 
occur in from 17.6 per cent to 21.8 per cent of the cases with a perma- 
nent morbidity of from 5.8 per cent to 9.8 per cent. 

3. As a therapeutic measure for dysmenorrhea there is improvement 
in 77.8 per cent, with relief in 61.1 per cent and for sterility there is 
relief in 23.4 per cent. 

4. The intrauterine stem pessary gives as good end results as other 
operative procedures for like indications and from its use there is less 
primary invalidism and no more liability to sequele or morbidity. 

5. The intrauterine stem should never be used except in earefully 
studied and selected cases and then the minimum of sequelw and mor- 


bidity with the maximum of results will be obtained as evidenced by 
the private cases of our series. 
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Case Reports 


OBSTRUCTION OF TITLE SUPERIOR MESENTERIC VESSELS 
FROM BANDS WITIL THREATENED GANGRENE OF 
THE GREATER PART OF THE SMALL 
INTESTINE. RECOVERY*# 

By James N. West, M.D., New York, N. Y. 


“MULE writer has been unable to find any record of a similar case, although the 
‘| occurrence of gangrene of a part of the intestine from localized thrombosis of 
the vasa intestini tenuis has been reported; also cases of gangrene of the small 
intestine with death, as result of thrombosis of the superior mesciterie vessels. — It 
is possible that some of the cases of gangrene of the intestine from thrombosis of 
the mesenteric vessels may have been due to a cause similar to that which obstructed 
the vessels in this instance and, therefore, if operated upon with sufficient promptness, 
life might have been saved, 

The case was as follows: Miss I. G., aye twenty, admitted to the Post Graduate 
hospital at 9 A. M., May 2nd, I9LS. Chief symptoms: severe general pain in the 
abdomen with vomiting. Duration, three days. Family history negative. Heart and 
lungs negative. Abdomen tender and moderately distended. Blood examination: 
leucocytes, 15800; polynuclears, S2; lymphocytes, 18. The pain in the abdomen 
became unbearable and notwithstanding the administration of 14 grain of morphine 
half an hour before, the girl was screaming with the distress, She was lying on the 
side and no coherent answers to questions could be obtained. She was forcibly turned 
upon her back in order to examine her abdomen, It was tender and moderately dis 
tended. On deep pressure a long mass about the size of the wrist could be felt pos 
teriorly to the left of the spinal column, Vaginal examination was unsatisfactory. 
At this time the pulse was 120, temperature 101.5° F. respiration 24, 

At 5:30 the patient was taken to the operating room and a long median incision 
made. The pieture first presented was that of the whole of the small intestine far 
advanced toward gangrene, Lifting the intestines out of the abdomen, it was seen 
that a firm band passed from right to left at a point a little above the level of 
the umbilicus, being attached well over to the left side. It was immediately seen 
that this band was firmly constricting the superior mesenteric vessels. Below the con 
striction the mesentery was swollen and showed in its cellular tissues extravasated 
blood similar to that seen in a twisted pedicle of an ovarian cyst. 

The band was the mesentery of a cecum which had revolved toward the left carry 
ing the appendix vermiformis with it. The appendix had become inflamed and 
attached there. Thus as a result of a hyperdescended cecum with volvulus and an 
appendicitis occurring on the left side of the abdomen, the mesenteric vessels had un 
dergone a gradual constriction which, probably, became complete about 4 P. M., 
and which was relieved by operation at 5:30. 

Operation.—The adhesions of cecum and appendix were freed, the appendix re- 


moved, and the cecum revolved into its proper position and fixed there, Almost im- 


“Read at the Thirty-third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, held at Atlantic City, N. J., September 20-22, 1920. 
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mediately upon freeing the mesocecum from over the mesenteric vessels a faint glow 
cof red began to show in the intestines, and before the abdomen was closed this had 
assumed a deep dark red hue. 

In the course of the operation it was observed that there was a double pyosalpinx, 
the tubes being in a somewhat nodular condition and about the size of the index 
finger. No attempt was made to remove them as the patient’s condition was bad. 
The abdomen was closed without drainage. 

She seemed to rally well after the operation, but at 8 A.M. the next morning 
the temperature was 100.6° F., pulse 144, respiration 28, and she was vomiting. 
At 10 a.M., the pulse was 160. She was then infused with 800 ¢.¢. normal saline so- 
lution with adrenalin chloride solution, The pulse came down to 140, then to 124 in a 
few hours. Other stimulation was used from time to time. Flatus and some dark 


brown slightly bloody feces were passed. She had also vomited repeatedly blood- 


stained mucous fluid, 

On the third day the pulse again went up to 160 and the patient’s condition was 
bad, At this time the abdomen was much distended. She was given stimulants and a 
milk and molasses enema, This brought away much flatus. On the fourth day vomit- 
ing ceased, she retained liquid nourishment, slept some, and her general appearance 
was better. 

From the third day to the fifteenth her temperature ranged daily from 99° to 
105°, the curve of the temperature chart resembling that of mild septicemia, From 
the twentieth day until the day of her discharge the temperature did not go above 
101°, but did not really assume the normal type until the thirty-fifth day. On the 
fourth day a diarrhea set in which became very severe and was only partially con- 
trolled by opiates and bismuth. 

On the twelfth day an examination of the blood for typhoid, paratyphoid and 
syphilis was made, All tests were negative. At this time a blood count showed: 
leucocytes, 36500; polynuclear, total, 94; lymphocytes, total, 6. The urine was nega- 
tive. The wound healed by first intention. From the twentieth day on the bowels 
heeame practically normal, the diarrhea having lasted sixteen days. 

Patient was discharged cured on the thirty-ninth day after entering the hospital. 
She has been seen recently and is well and hearty. The pyosalpinx is causing her no 
symptoms and her digestive system functionates perfectly. The writer attributes the 
collapse at the beginning, the diarrhea, the leucocytosis and the septie temperature 
to autolysis (cell destruction) incident to the threatened gangrene of nearly the 
whole small intestinal tract. 

The superior mesenteric artery supplies the whole length of the small intestine, 
except the first part of¢the duodenum, It also supplies the cecum, ascending and 
transverse colon, It is a vessel of large size arising from the fore part of the aorta 
about one quarter of an inch below the celiac axis, being covered at this region by the 
splenic vein and pancreas. Thus the destruction of this vessel or obliteration would 
result in gangrene of the greater part of the small intestine, 

Malpositions of the cecum are of frequent occurrence, In the development of 
the intestine this is, as it were, the last part which becomes fixed. The abnormal 
situation, or mobility of the cecum, naturally lends itself to the occurrence of appen- 
dicitis in abnormal situations. Therefore, in cases presenting the symptom-complex 
of appendicitis minus the normal situation, one should bear in mind the possibility 
of appendicitis in an abnormal situation, 

Abnormal situations of the cecum have been found more frequently in children 
than in adults and are usually labelled as hyperdeseent, where the cecum is abnor- 


mally low and hypodescent where it is abnormally high in its position. Hyperde- 
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scent lends itself to volvulus, which has in itself at times demanded operation on ac- 
count of obstruction. 


R. H. Fowler has made 


a comprehensive study of this subject, but confines his 
observations chiefly to abbreviated colon and the high situation of the cecum, and 


makes no mention of movable cecum and appendiceal complications depending upon 
this mobility. 


The chief lesson to be learned from this case is that when, on opening the abdo- 


men, one finds a small intestine in a state approximating gangrene, he should not close 
it without a careful search for the cause. The search in this case revealed a condition 


which, relieved, resulted in saving the life of the patient. It also shows the necessity 


of prompt operation in abdominal conditions presenting sudden and violent symptoms, 


The following references, except Gray, contain reports of similar cases. 
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ANNUAL MEETING HELD IN ATLANTIC CITY, N. J., 
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(Continued from January number.) 


Dr. JAMES N. West, of New York, N. Y., presented the report of a case 
of Obstruction of the Superior Mesenteric Vessels from Bands, with 
Threatened Gangrene of the Greater Part of the Small Intestine. 
Recovery. (lor original article see page 516.) 

DISCUSSION 
DR. JOSEPH Hf. BRANITAM, BALTIMORE, MARYLAND.—I would like to ask 

Dr. West whether there was any intestine caught under this adhesive band or only 

the blood vessels? 

DR. WEST.—Only the blood vessels. The cecum had swung across to the left 
side of the abdomen, and this was a hyperdescended cecum, so that it had a mesen- 
tery, and this mesentery formed a regular arch from the mesenteri¢ vessels, and at 


the time I got in they were completely obstructed, not the intestine, 


DR. GEORGE F. CHANDLER, KINGSTON, NEW YORK.—Reeently I had a 
case very similar to the one reported in which there was a band which extended 
from the iliopectineal line across to the mesentery of the ileum about six or eight 
inches from the ileocecal valve. The intestines had become twisted, and there was 
an area of about twenty incies or more of intestine which was practically gangren- 
ous, The woman was in an extreme condition. The only thing I did was to free 
the band and make three punctures of the intestines, drain out the contents as best 
I could, and sew them up. There was fluid in the abdomen, I put in a tube, and 
trusted to the opium treatment, and I am happy to say that the woman is well. 

It was a similar case due to the obstruction of the circulation in the intestine, and 
without resection she has made a recovery. 

it is rather interesting to note that I had previously operated on this woman three 
times, once for an extrauterine pregnancy, once for a gangrenous appendix, and 
once for carcinoma of the breast. 

DR. WEST (closing the discussion).—The reason I reported this case was that 
when we opened the abdomen and viewed the intestine, apparently all the small in- 
testine was gangrenous, and I was advised by the house surgeon who was always 
ready to give advice, to close the woman up and let her alone. That is the way we 
do when we get cases in which there is gangrene of the small intestine from throm- 
bosis of the superior mesenterie vessels, but I suid, we will endeavor to find the 


cause of this trouble, and that fact saved the woman’s life. 


Dr. Harotp D. Meeker, of New York, N. Y., read a paper entitled 
Pseudocholecystitis. (lor original article see page 454.) 
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DISCUSSION 


DR. ROBERT T. MORRIS, NEW YORK CITY.—In 18923 Mr. Lane published a 
deseription of his ‘‘kink,’’ and I published in the same year a description of what 
I called ‘feobwebs in the attic of the abdomen.’’ We both at that time ascribed 
these to toxie causes. Mr. Lane captured the ear of the profession earlier than I 
did in presenting his subject, because so many men were at work to find his ‘‘kink,’’ 
and I found it incidentally. 


In the great majority of cases there are some adventitious bands that seem un- 


questionable, but in a large proportion, so far as my observation goes, the cases 
are toxic in their origin and are due to an elective affinity, I believe, according to 
Rosenow’s theory of toxins. The destruction of tissue, the injury of tissue, is not 
done so much by enzymes or by bacteria at this point as by antibodies which are 
called out in response to the presence of toxins brought there by elective affinity. 
The overaction of the antibodies causes autolysis, loss of plastic exudate, and re- 
placement of plastic exudate with connective tissue. It seems to me, we may look 
upon the toxic feature as fundamental in most of these cases, and I believe they 
will respond to treatment aimed at some fundamental focus of infection. 

In regard to the treatment, I have followed very closely the method employed 
by Dr. Meeker, but in some cases, where the raw surface is very large, I have not 
employed the graft or buried the raw surface, but have used the cargile membrane, 
or sometimes the aristol film, A good resource is to allow the patient to turn often 
in bed from one side to the other, shortly after operation. Instruct her to turn 
once or twice a day, sitting up and lying down in such a way that new plastic ex- 
udate after operation is not replaced by connective tissue until endothelium grows 
across the raw surfaces, 


DR. GORDON K, DICKINSON, JERSEY CITY, NEW JERSEY.—Dr. Morris’ 
ideas as to the bands and his operation appeal to me, but from the cases IT have 
seen and studied, [ am not convinced they are correct. Abdominal surgeons run 
across them frequently and find them to be embryonal in character. They are really 
overgrowths of the greater omentum. They may occur up under the liver or gall 


bladder, may run up on the hilus or down into the abdominal wall. 


DR. WILLIAM SEAMAN BAINBRIDGE, NEW YORK CITY.—Although many 
of us are interested in and devoting a good deal of time to the study of the causa- 
tion of these bands, others are curing cases that otherwise would go on suffering 
for years, Twenty years ago, when we began to talk about kinks, bands, ete., we 
were laughed at, and were told that there were no such things. Gradually, the 
profession has come to recognize the existence of these abnormal conditions, and Dr. 
Meeker has gone a long way towards classifying and bringing them into anatomie 
relationships, If these bands are present and if they are doing harm, then they 
should be treated as entities, For fifteen years some of us have beea publishing our 
causes of stasis. As a rule, the results have been most gratifying. We cut trans- 
versely and sew up longitudinally, relieve stasis bands and angulation, and thus im- 
prove or cure these patients. 

I believe it is time for us to realize the importance of these bands and not to 
ignore their existence, or wait to find their cause before instituting corrective meas- 
ures based upon mechanical principles. 

When we take out the chronic appendix, let us remember the relationship of the 
right upper to the right lower quadrant, and the possiblity of bands elsewhere in 
the abdomen, A pull on the transverse colon will often demonstrate the presence of 
such bands as shown by Dr. Meeker. Often the patient must be placed in the ana- 
tomie position to discover the bands of attachment of the dependent organs, to the 
points of fixation above. 
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Dr. Geo. W. Kosmak, of New York City, read a paper entitled 
Splenic Leucemia Associated with Pregnancy. (lor original arti- 
cle see page 485.) 
DISCUSSION 
DR. WILLIAM M. BROWN, ROCHESTER, NEW YORK.—In all of the cases 
reported by Dr. Kosmak I take it that the life of the child was of very little 
value, on account of its prematurity. Why delay radiation, because apparently 
delivery hastened the end or exaggerated the condition? Why not disregard the 
child in utero and get the benefit of the radiation if there is benefit, and take 
care of the contents of the uterus afterward if you can improve the patient be- 
fore you empty the uterus? 


DR. JAMES E. DAVIS, DETROIT, MICHIGAN.—It would seem that if one 
viewed this disease, according to the fundamentals that underlie malignancy, the 
condition ought to be improved under pregnant conditions, excepting that there 
is a greater call upon the blood elements. A parallel between a Jeucemia and 
any malignancy of tissue is very close, and many pathologists place the leuce- 
mias in the class of malignant disease. You have cells that have deviated from 
the normal proportions, to each other, cells that have become anaplastic; that 
ere perverted from their normal condition, and there is the same general physio 
logic effect upon the body as we find in the fixed tissue malignancies. I cannot 
see why there is any advantage in bringing on a delivery or an abortion. I have 
no doubt that all of these cases begin before the pregnancy and because during 
the pregnancy there was a cause for a larger amount of blood, and this being 
a disease involving fundamentally the hematopoietic organs, the eall involved 
exhaustion of these organs before pregnaney could be completed. As T have said, 


I cannot possibly see any therapeutic value in terminating the pregnancy. 


DR. KOSMAK (closing the discussion).—Answering Dr. Brown, I want to say 
I have had no personal experience with x-rays in cases of this kind, and as to 
the time of application, I can only reply that few of these women went to 
term, or they were not brought under observation until they were almost at term. 
For lack of time details of previously reported cases were not stated, but they 
are too insufficient in number to formulate any distinct directions as to the course 
to be pursued. In both of my cases the condition of the patient was so serious 
that the induction of abortion did contribute to the well-being of these particu 
lar women. There is one case reported of three successive pregnancies where 
the diagnosis was undoubted, and one pregnancy went to the sixth, another to 
the seventh, and a third one to the eighth month, but there was only one live 
child out of the three. * 

In view of the extreme emaciation and distress that most of these patients 
develop, I cannot see why we should not give them a chance if we can bring 
about relief by the induction of abortion or premature labor. 

You will note in the summary that many of these women gave birth to mae- 
erated fetuses. In view of that fact, we can reduce the element of danger by 
emptying the uterus. There was no difficulty in doing this in one patient I 
referred to. In this case we put in a bag and in a few hours she was delivered. 

I was much interested in Dr. Davis’ remarks about the supposed malignant 
tendency in these cases of leneemia. That has been mentioned several times 
and undoubtedly there is a good deal of truth in it. In view of that fact, if 
we assume this is a malignant disease, we ought to pursue the same course we 
pursue in any other kind of malignancy during pregnancy, namely, empty the 


uterus. It seems to me, that is the consensus of opinion, What we do in the 
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presence of malignancy in other parts of the body, we should do in that of the 
blood-forming organs. 

I desire above all to call attention to the necessity of thoroughly examining 
all eases of marked anemia associated with pregnancy. We ought to make a 
careful white cell count and look for any tendency to leucemia, for many writers 
have noted a prodromal period marked by progressive emaciation, by dyspnea, 


ete., in addition to the changed blood. 


Dr. J. BE. Lirzenserc, of Minneapolis, Minn., read a paper on Missed 
Abortion. (lor original article see page 475.) 


DISCUSSION 


DR. OTTO H. SCHWARZ, ST. LOUIS, MISSOURI.—I was particularly inter- 
ested in hearing what Dr, Litzenberg had to say about the causation of missed 
abortion because in cases which I have seen, there was some abnormality of the 
cord, 

In the first, which is the most typical case of missed abortion, a woman at full 
term was delivered of a fetus approximately 16 em. in length. The uterus in 
this case had not enlarged since the fourth month of pregnancy, at which time 
fetal movements were felt for about one month. The cord lesion in this case 
was a velamentous insertion. 

The second ease was a pregnancy in which there was no further development 
after three and one half months, the ovum being expelled six weeks afterwards. 
In this case the cord was wrapped three times around the neck of the fetus and 
also had a true knot. The specimen from this case was described by Dr, Fred 
Taussig. 

The third ease was remarkable not only on account of the missed abortion, but 
was also a case of single amnion twin pregnancy with entwining of the umbilical 
cords. The specimen was expelled from the uterus, apparently the size of a 
twenty-four weeks’ gestation which had not inereased in size during the last 
two months of the pregnancy. No fetal movements had been felt. One fetus 
was mummified, 17 em. in length. The other fetus was 10.5 em. in length and was 
a monster of the acardiacus acephalous type. These cords were entwined to- 
gether by many revolutions. There was a true knot in the cord of the larger 
twin. This specimen was presented by Dr. 8S. F. Abrams. The placentas in all 
of these cases microscopically show marked degeneration throughout and a pie- 
ture similar to that characteristic of white infarct formation. 

Another case which might be classified under this group was a pregnancy which 
went to twenty-eight weeks, after which time fetal movement ceased and the 
fetal heartbeat could no longer be heard. Four weeks later the fetus was ex- 


pelled and was macerated. In this instance there was a true knot in the cord. 


DR. ABRAHAM J. RONGY, NEW YORK CITY.—Since Fraenkel published 
a thesis based upon a study of one hundred and five cases of missed abortion, 
very little has been written on the subject. 

Fraenkel’s definition of missed abortion as published in 1902 was as follows: 
A fetus ceasing to grow before viability which was retained in the uterus up 
to the time when labor, was supposed to have taken place. However, since then 
our conception of the entire subject changed because we are not so fearful of 
emptying the uterus as they were in those days. There are not so many eases 


now which are allowed to go on to term. Missed abortion is a very dangerous 


AM. ASSN. OBST., GYNEC. AND ABD. SURG. 523 


condition for the woman as has been shown by the ease of Dessikar, when after 
seven years the fetus perforated the uterus, entered the peritoneal cavity, and 
the woman died as a result of sepsis. 

Personally, I believe that abortion must be divided into three distinet groups. 
First, the acute variety: A woman who has been pregnant two or three months 
suddenly gets pain, hemorrhage, and within twenty-four or thirty-six hours the 
product of conception is expelled. In these cases we find that there is practically 
very little the matter with the fetus but we do find a clot of blood on the 
uterine surface of the placenta entirely interrupting the circulation and causing 
it to become a foreign body and is therefore quickly expelled. Second, the 
subacute variety: A woman who is pregnant two or three months and _ stained 
or spotted for a week or more, at the end of which pain will set in with some 
hemorrhage and the product of conception is expelled. On examining such prod- 
ucts of conception we find that the child has probably been dead for twenty- 
four or thirty-six hours, that a greater portion of the placental surface is dotted 
with small hemorrhages and as soon as the largest part of the placental sur- 
face is disturbed circulation is interrupted and it naturally becomes a foreign 
body and the product of conception is expelled. Third, or so-called cases of 
missed abortion. In these cases we find the condition reversed: A woman has 
been pregnant for two or three months then some staining or spotting will ap- 
pear, the uterus ceases to grow, the placental site is not disturbed. Upon ex- 
amination of the product of conception in these cases we find the fetus shrunk 
and somewhat decomposed but the placenta is more or less enlarged and is out 
of proportion to the size of the fetus. Only after complete degeneration of the 
placental site will the uterus at times expel the product of conception, 

My own experience consists of twenty-one cases which I presented to the 
New York Academy of Medicine last April, since then I have had two more. 
Hemorrhage was not an important factor in any of the cases, neither was the 
temperature. On the whole the women seemed to carry the product of concep- 
tion easily, and were not badly affected by it. The question is what are we to 
do in cases of missed abortion. Some obstetricians maintain that all such cases 
should be let alone. 

Personally, I believe that when a patient consults a physician and he suspects 
a missed abortion he ought to keep her under observation and tell her to return 
for another examination in four weeks and if he finds that the uterus is not 
enlarged at that time and if she still has signs and symptoms of a retained prod- 
uct of conception, that he should wait four weeks longer in order to make sure 
of his diagnosis because in many cases the menstrual history does not correspond 
with the size of the uterus. However, if, after eight weeks’ observation he 
finds that the uterus is not emlarged and has become less soft he ought to inter- 
fere. I do not think we ought to wait until the end of the supposed pregnancy 
before interference is instituted. I think such practice is bad and as a result 


many women may suffer. 


DR. G. VAN AMBER BROWN, DETROIT, MICHIGAN.—I should like to 
report a case for the purpose of getting it on record. This past spring an in- 
ternist referred to me a woman with pulmonary tuberculosis. She was sent to 
me for the purpose of considering the advisability of emptying the uterus. I 
found she had been pregnant about three months. After further consultation 
we decided not to empty the uterus. I saw the woman about three months later 
and was then suspicious of a dead fetus. When she was seven months’ pregnant, 
the uterus upon examination was found to be smaller than when it was first 


examined, The evening following this examination I was called by the husband 
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to come and see his wife as she was in labor. I arrived in about thirty minutes 
and found she had expelled the ovum. The membranes were intact. On open 
ing the membrane it was found to contain a fetus of about thirteen or fifteen 
weeks. The cord was entwined several times about the neck binding it so tightly 
that the neck at this point was just about the size of one’s little finger. Evi 
dently the death of the fetus had occurred about twelve or fourteen weeks be 
fore the expulsion, 


DR. LITZENBERG (closing the diseussion).—I did not go into the details of 
etiology because there are so many theories. Dr. Schwarz spoke of lesions of 
the cord. That is a cause to which our attention has been called by one author. 
One of my cases was a case of twins. The expulsion of a fetus with another 
twin does not come within the purview of this paper. Dr. Rongy meutioned 
Fraenkel’s paper in which he collected 105 cases. It was my intention and my 
hope to make the compilation since that time; I find 52 articles since 1903 on 
missed abortions, but on account of the conditions of the war I was unable to 
get anything like a complete collection of the papers themselves. There are to 
be added to that 75 known cases of articles which I did collect, but inasmuch 
as the majority of these articles I could not get hold of, I did not go into the 
question of figures. I have collected 139 articles on the subject to date. Dr. 
Rongy mentioned a case which came in the seletization class. If we add to this 
class the skeletization where the entire fetus, except the bones, disappears, it 
would make an interesting chapter by itself, 

Dr. Rongy spoke of not seeing any hemorrhage. fe may never see any, but, 
on the other hand in the next case, the hemorrhage may be very severe, This 
has been pointed out by Duncan. Hemorrhage is an inconstant thing, I am sure, 
but after delivery some of these women bleed profusely. 

As for waiting to empty the uterus, I cannot see any logie in waiting for 
a month, when even in my small series and in the series given in the literature 
the woman is exposed to temporary invalidism which reduces her to a low state 
of health. In my ease, No, 7, the woman was in perfect health up to the time 
of the missed abortion and never regained her health. That is probably the 
reason Why tuberculosis was able to fasten itself upon her. 

In Rosenstein’s and Rosinski’s cases there were deaths due to missed abor 
tion. Do not get the idea that emptying the uterus is an urgeut thing, and that 
we must empty the uterus immediately because we have made a diagnosis. It 
is not so acute that great hurry is necessary but we must not wait too long. The 
degeneration may involve the uterine wall, and we may get such a hemorrhage 
as to cause death, as was the case of hyalin degeneration in Rosenstein’s eases. 
Why expose the woman to such danger when we can empty the uterus with 
greater safety? I said it was well to empty the uterus, but be sure of the diag 
nosis. See the woman a month between, and if she has not had any untoward 
symptoms, I would wait two months, as Dr. Rongy dovs. 

[ have written this paper as propaganda. I have been asked by many profes- 
sional friends: ‘What is missed abortion???’ They have never heard of it. I 
have told them to read what Dunean has said on the subject: ‘If vou do not 
know about the thing, you are not likely to suspect it, and if you do not suspect 
it, you will be sure not to find it.’’ 


Dr. Lewis F. Smeap, of Toledo, Ohio, read a paper entitled Some 
Cases of Thrombophlebitis during the Puerperium following In- 
fluenza. (lor original article see page 447.) 
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DISCUSSION 

DR. GORDON K, DICKINSON, JERSEY CITY, NEW JERSEY.—I desire to 
eall attention again to the paper read before this society, a few years ago, by 
Dr. J. A. Harrar, in which he described a treatment of bacteriemia associated 
with thrombophlebitis, which consisted of an intravenous injection of a 2 per cent 
solution of Epsom salts. In a number of cases of streptococcemia in women, I have 
used this procedure, There were chills and elevation of temperature of several weeks’ 
duration, and a chronicity which gave no evidence of recuperation, The sulphate 
of magnesium solution would be followed by a severe chill, but the next day the 
temperature would come down to about normal and stay flat tor a day or two, 
when there would be a repetition. More sulphate of magnesium solution would 
then be administered. Probably three such doses would be necessary before 
the condition became satisfactory. IT have had one or two eases of staphylo- 
coccemia improved by this treatment, but that is not the subject for considera- 
tion. Before we resign our cases to surgery, not knowing where to find the vein, 


or resort to desultory treatment, we should give Dr, Harrar’s suggestion a trial. 


DR. EK. GUSTAV ZINKE, CINCINNATI, OHIO.—This paper contains some 
surprises. I did not know it was possible for so many veins to be affected as 
the doctor deseribed, and that they could be cured by operative procedure. The 
exsection of infected veins is not new; but it has been found impossible, if 
numerous veins are infected, to exsect them all; and, if we cannot do this, 
it is better not to attempt it at all. The majority of cases of thrombophlebitis 
recover without operation. The infection in thrombophlebitis is always of strep- 
tococcic origin. The life of the streptococcus septicus is limited, as demonstrated 
in cases of erysipelas. The germs enter the veins, destroy the endothelium, and 
cause hemorrhage, The resulting coagulation forms thrombi, after which the 
germs usually die. The thrombi are slowly absorbed, the circulation is re- 
established, and the patient recovers. This is the most freyuent termination 
of thrombophlebitis. It is only when the germs assume a pyogenic character 
that a suppurative septic phlebitis occurs, and it is then that the process of sup- 
puration is carried into the circulation, The patient dies, usually, of an endo- 
carditis or a general bacteriemia, 

So far as operative procedure is concerned, | am surprised at the statements 
made in the paper, although I have no doubt the writer has good authority for 
them. But from what I know of thrombophlebitis from personal experience, 
I have good reasons to doubt the truth of the statement, not as made by the 


essayist, but by the authors he has quoted. 


DR. SMEAD (closing the discussion).—My reason for writing this paper was 
not only because | had these cases to report, but because of an article which appeared 
recently in the Journal of the American Medical Association by an Australian ad- 
vocating radical operation in these cases, 

I thoroughly agree with the two last speakers that they are not operative cases. 
None of my cases were operated on except one that had an abscess which had 
to be drained. 

I have gone over the literature carefully, and my paper is a report of the 
literature as to the advisability of operation. Personally, I believe conserva- 
tive treatment is best. I should hesitate to go in and ligate these veins with 
the idea of preventing extension of the infection, However, there are many suc- 


cessful cases on record. 
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Dr. Bensamin R. McCue tian, of Xenia, Ohio, read a paper on Der- 
moid Cysts of the Ovary. (l*or original article see page 493.) 


Dr. GREER BAUGHMAN, of Richmond, Virginia, presented a preliminary 


report on Pyelitis in Pregnancy with Illustrative Cases. (lor orig- 
inal article see page 456.) 


DISCUSSION 


DR. JOHN OSBORN POLAK, BROOKLYN, NEW YORK.—The subject Dr. 
Jaughman has brought before us is of great importance because of the fre 
quency of error in diagnosis made between pyelitis and appendicitis. That is 
one of the most frequent mistakes in cases of acute right-sided pain complicating 
pregnancy. Those of us who are doing obstetrics know the frequency of pyelitis 
is so great that it is the first thing we suspect rather than appendicitis, and in 
the history there is always a subjective picture of bladder disturbance preced- 
ing pain and temperature and the other characteristic symptoms. 

The treatment the doctor suggested is of considerable interest. For a num- 
ber of years we had our urologists take care of our kidney cases, but for the 
last five years we have done our own urological work, and we have had better 
results in the treatment of our pyelitis cases. There is stasis, and as a result 
of it a lowered resistance, the migration of bacteria, and infection of the kid- 
ney. The infection is not often from the bladder, but is directly, as a rule, from 
the colon. Usually the bacteria that are found are the colon bacilli. Occasion- 
ally we get a mixed infection. A mixed infection with staphylococcus is much 
more resistant to treatment. The colon cases are readily curable and the only 
question is whether irrigation or drainage is the most suitable procedure. Our 
best results have been obtained by the introduction of the ureteral catheter, leav- 
ing it in for twelve hours at a time. The objection we have te irrigation is that 
we have not been able to get our pyelograms any more than the doctor has, show- 
ing diminished pelvis, except after continuous drainage, and where we were using 
irrigation we were getting the pictures the doctor has shown on the sereen, 
namely, dilated pelvis. A pyelogram is important. If you take a pyelogram in 
several postures it shows whether there is a kink in the ureter, and the picture 
indicates the direction of natural drainage. Some of these cases need the Tren- 
delenburg position; others need the Fowler position. 

One point I would like to ask the essayist about is whether he has been able 
in all these cases to follow them up and find whether there has been absence 
of bacteria. The bacteria in some of our eases have persisted after a clinical 
cure; that is, we have continuously found bacteria in the urine, particularly so in 
cases of mixed infection. The patient runs no temperature; the kidney fune- 
tion is all right; but every once in a while the patient has a little disturbance 
of urination. We do not find pus, but we do not find on culture bacteria in the 
urine, 


DR. HENRY D, FURNISS, NEW YORK CITY.—The title ‘‘pyelitis of preg- 
nancy’? is a misnomer, for the disease exists just as often in the absence of preg- 
nancy. As the obstetrician sees pyelitis only as a complication of pregnancy he 
is apt to think of the condition only as pyelitis of pregnancy. Most of the cases 
of pyelitis seen by the gynecologist are independent of pregnancy. 

At the Sloane Maternity Hospital in doing phthalein estimations on pregnant 
women, it was found in catheterizing them after voiding there was often resid- 
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ual urine in the bladder, which is more important than pressure on the ureter 
itself as a cause of urinary tract infection. 

Dr. Polak and Dr. Baughman spoke of kinking of the ureters. I think that 
an inflammatory process is secondary and is a result of the condition and not 
the cause of it. You see it in all these pyelograms that have been shown here. 
The pelvie dilatation is, according to Braasch’s classification, of the inflamma- 
tory type and not the distinetly mechanical. 

The interruption of pregnancy I believe is not a good procedure because 
it does not cure the patient, as a rule. It may help, but it does not cure. 

Early local treatment of these cases, whether in the pregnant or the postop- 
erative, or any other type should be done. If it is performed carefully there is 
practically no more discomfort than from catheterization of the bladder, es- 
pecially if one uses a small single barrel catheteroscope. It is unnecessary to 
use a large catheter to force the obstruction. I think when you get rid of the 
obstruction, nitrate of silver is the best thing to use. Irrigate first with borie 
acid to clear away all urine, so that the silver will not be precipitated by the chlo- 
rides. I believe that nitrate of silver does not act as an antiseptic but as an 
astringent, producing shrinking of the mucous membrane and establishing better 
drainage. If you examine the bladder you will observe that portion around 
the ureter intensely congested. There is the same process in the ureter, 
the swollen mucosa narrows the lumen and interferes with drainage. The as- 
tringent action of the silver causes this to shrink and improve drainage. I 
saw a patient who developed cystitis and kidney infection after a severe labor. 
Unfortunately that patient was operated on and one kidney removed. The eys- 
toscopic picture showed an intense bullous edema located over the trigonum. 
Section of the kidney and ureter showed an extension of the trigonal condition 
of the ureter into the pelvis for one-quarter of an inch up, where it was distinetly 
limited. In that case the retention and faulty drainage were due to the swell- 
ing of the ureteral mucosa. I do not believe in these cases we can judge too 
much by the size or retention of the pelvis of the progress of the patient. These 
cases ure slow to return to normal. You must consider the general condition of the 
patient and whether or not you are getting amelioration of your symptoms. 
Treatment should be done energetically, and I do not see any necessity in these 
cases for waiting two weeks, except that it is more difficult to catheterize the 
bladder in the first few days postpartum. 


DR. K. ISADORE SANES, PITTSBURGH, PENNSYLVANIA.—I would like 
to ask Dr. Baughman (1) whether all these cases showed ureteral kinks with di- 
lated pelves, (2) whether the patients might not have had dilated pelves with 
ureteral kinks complicated by pregnancy, rather tlian pregnancy complicated by 
pyelitis, ureteral kinks and dilated pelves. 

The pyelitis pictures, like the ones shown by the essayist, we frequently see, 
as Dr. Furniss remarked, in gynecologic work. If such a pyelitis patient gets 
pregnant, the obstetrician may attribute the pyelitis to the pregnancy. Pyelitis, 
however, may also occur as a complication of pregnancy. Whether preceding 
pregnancy or developing during it, pyelitis frequently gives rise to serious dis- 
turbances and requires treatment. All of us have frequently observed the fall 
of temperature and the disappearance of pyuria after the first renal catheteriza- 
tion. It is a question, therefore, whether renal lavage is necessary. In our 
practice we do not subject our patients to renal lavage unless we are satisfied 


that catheterization of the kidney alone cannot give relief. 
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DR. BAUGHMAN (closing).—In regard to Dr. Polak’s point, I ean only say 
that we very seldom get rid of the bacteria. The patients feel well, and they 
therefore do not come back very often for treatment or for observation. We find 
bacteria in these cases persisting for months and months. 

In regard to the substances with which the kidney pelvis should be irrigated, 
I think silver nitrate is distinctly the best. We have had some good results 
with mercurochrome. In one of these cases, following a severe reaction with silver 
nitrate, we tried mercurochrome, and it was very satisfactory. 

In regard to the point as to whether these cases have a kink beforehand or 
whether it is the result of pregnancy, I have no way of saying. They may have 
been potential pyelitis cases before pregnancy, but we did not learn about pyelitis 
until after they were pregnant. 

In regard to drainage, | had to make my remarks so brief that I was not able 
to say what I would like to say. Our idea in regard to the treatment of these 
cases in that drainage is the important thing. We use hexamethylenamine water 
to increase drainage, also drain with the catheter, leaving it in place where 
there is an indication, L want to emphasize the point brought out by Dr. Polak 
that you cannot always get drainage simply by having patients in the Fowler 
position. We turn them in bed in every possible manner, and know they are 
draining when they say that they feel much better. 


Dr. WM. SEAMAN Bainprince, of New York City, read a paper entitled 
Benign Mammary Tumors and Intestinal Toxemia. (Kor original 
article see page 465.) 


DISCUSSION 

DR. JAMES E. DAVIS, DETROIT, MICHIGAN.—This paper brings before us 
a principle that can be applied not only in benign tumors but also in malignant 
growths. I do not think Dr. Bainbridge has emphasized malignant changes so 
much as the benign. The changes in tissue fundamentally must fall back upon 
change of metabolism. In the entire process of metabolism one has to bear in 
mind the following steps: First of all, there is the preparation of the food which 
has an influence upon the psychie stimulation of secretions. Next, a mechanical 
division of the food, then the digestion, and what other changes there are in 
bringing the food to what we call proximate principles. When in the form of 
proximate principles it is before the epithelium of the intestinal tract and ready 
to commence with the metabolic processes proper. Anabolism proceeds in build- 
ing the tissue and catabolism separates the products that are left over. In order 
to have a tissue perfectly formed, there must be a correct anabolism. To main- 
tain healthy tissue we must have correct catabolism. In the conditions which 
Dr. Bainbridge has so forcibly pictured, all of these conditions are interfered 
with, and the tissues cannot be properly made into their normal structures, 
neither can they be maintained in health. Therefore not only in dealing with the 
benign growths, but also with malignant growths, it is very well to bear in 
mind that we must look well to the entire process of metabolism, so that there 
are no interfering factors. It is a well-known fact that a considerable number 
of malignant growths that have been definitely proved as such have been cured 
without any artificial interference. The body has been able to cure these ab- 
solutely by metabolic means. 
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DR. FRANCIS REDER, ST. LOUIS, MISSOURI.—It has occurred to me in 
listening to Dr. Bainbridge’s paper, whether these conditions of intestinal tox- 
emia are centered clinically from the very first upon the breast, or whether these 
clinical manifestations merely direct attention to the abdominal viscera. A thorough 
examination of the abdominal organs, especially those in the pelvis, should be 
made, before a definite expression is ventured on the breast condition. I am 
inclined to think that a breast pain in connection with intestinal toxemia ean 
be readily recognized as to its pathology clinically and should, therefore, receive 
only secondary consideration, However, there are many physicians who get 
overanxious whenever a woman complains of pain in her breast and are inclined 
to overlook conditions elsewhere and center their attention solely on the breast. 
[ may cite one instance in which the pain in the left breast became so pronounced 
that a doctor deemed it wise to have the breast amputated. No distinct mass 
or lump could be felt, the breast, however, was removed on account of pain. A 
similarly painful state manifested itself in the right breast. I was ealled in 
consultation, and in making an examination of the woman, an ovarian cyst, right 
sided, was discovered. With the removal of the cyst, and it took considerable 
persuasion to get the consent of the patient for operation, the pain in the right 
breast disappeared. 

I have sinee had five or six cases of pelvic tumor with associated breast pains 
that went unrecognized, where the breasts came very near being sacrificed, 


DR. CRILE.—How do you deal surgically with stasis? 


DR. BAINBRIDGE.—I consider the gastrointestinal tract as a hollow tube, 
and wherever there is a kinking or twisting which is abnormal in nature, caus- 
ing definite symptoms that cannot be relieved by medical, mechanical, dietetic, 
physiologic, therapeutic or any other means, after due consideration, I open the 
abdomen and make a careful survey, and where the bands are causing definite 
obstruction and preventing natural drainage, I correct the conditions. I have 
preached that for a long time. Take the proposition as you have it. Is that 
tube functioning? Does the alimentary canal act sufficiently proper as a human 
plumbing plant? If it does not, we want to correct it in one way or another. 
1 believe in a fair trial of a reasonable amount of conservatism before radical 
intervention; and with surgical intervention we do not rely strictly on finger-tip 
work in a small abdominal area, but observe the whole field carefully and then 
do whatever seems best in the judgment of the operator. 

We must remember that there may be definite kinks without any stasis, and 
there may be stasis without kinks. By stasis we mean that the passage of food 
along the alimentary canad takes place with such slowness that there is formed 
an excess of toxie matter, especially in the small intestine. Consequently, the 
blood flow pours into the transforming and excretory organs a quantity of poison 
larger than they can eliminate. From this it follows that all the tissues of the 
body, drenched in this blood rich in poisons, degenerate and offer a diminished 
resistance to infection. A defective drainage has consequences which are deleteri- 
ous to the organism in general as well as to the individual tissues of which it is 


composed, 


DR. VAN SWERINGEN.—How would you dea 


the cecum? 


with cases of diverticulum of 


DR. BAINBRIDGE.—Some years ago, in the Naval Medical Bulletin, Vol. 9, 
No. 2, I described the technic of that operation. Plication and careful anchoring 


of the cecum, in most cases of moderate diverticulum, seem to give sufficient 
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correction, If there is a retrocecal diverticulum, the method as described by 
Dr. Meeker in our Transactions several years ago, has proved of value. In cases 
where the cecum and ascending colon are very much dilated, and there are a 
considerable number of diverticuli with a mobile cecum, the method employed by 
Waugh, recently described in the British Journal of Surgery has been found 
useful, In very extreme cases where the muscular wall has been entirely 
atrophied, and the wall of the cecum is almost like tissue paper, excision of the 
cecum may be indicated. 

I wish to thank Dr. Davis for his interesting pathologie viewpoint. We all 
know that malignant growths have disappeared, but the possible relationship with 
toxemia is most interesting. 

I also extend my thanks to Dr. Reder. I have a paper ready for publication 
describing breast conditions which cleared up after pelvie toxic complications 
were relieved. 

In closing, I wish to say that I am fully aware of the danger in all this teach- 
ing. On the floor of this Association last year, one man made this statement, in 
a discussion: ‘‘ Wherever there is an appreciable lump in the breast, that breast 
should either be removed within forty-eight hours or a section of the tumor re- 
moved and examined microscopically.’? We believe thoroughly in a campaign of 
education; we want the laity to come early for examination. Such an unqualified 
statement coming from our Association is most dangerous. Patients have a right 
to expect from us a well poised judgment, careful and expert diagnosis, based on 
all the facts. We all realize the tragedy of 


vermitting a patient to drift beyond 
the hope of surgical cure; but it is also a dire calamity to unnecessarily remove 
a woman’s breast, which often brings to her a life of sorrow, as well as disturbs 
the cycle of the secretory system. 


THE NEW YORK OBSTETRICAL SOCIETY. 
MEETING OF NOVEMBER 9, 1920. 


THe Presipent, Dr. FRANK R. OastTLeR, IN THE CHAIR. 


Dr. IHerMANN Grap presented a Report of a New Method of Shorten- 
ing the Round Ligaments of the Uterus with End Results in 100 Cases. 


(lor original article, see page 411.) 


DISCUSSION 


DR. S. A, CHALFANT, OF PITTSBURGH.—Some years ago I looked up the 
question of the shortening of the round ligaments and found that more than the 
‘*fifty-seven varieties’? had been proposed, There seemed to be almost an infinite 
number of methods of shortening the ligaments with a very minimum of difference in 
a great many of them. That presented by Dr, Grad has, I think, a decided advantage 
in that the ligament is shortened in its natural course. The amount of traumatism 
and the consequent postoperative adhesion is a possibility that one would have to con- 
sider. To one undertaking this operation for the first time it would be rather trouble- 
some, but after a little experience it can probably be done with a minimum amount of 
traumatism. The danger of postoperative complications is always to be considered 


in the technic of any procedure. 
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DR, LEROY BROUN.—The reason I do not follow Dr. Grad’s procedure is that 
in my experience the patients complain afterwards of backache, which I attributed 
as possibly due to my overshortening of the uterosacral ligaments, and I would like 
to ask for the experience of Dr Grad and Dr. Young, who have done many of these 
operations, on this point. 

Concerning Dr. Grad’s additional suture or temporary suspension, I would like to 
ask him whether he has found any cases in which he felt afterwards that there was 
a deviation or unintentional fixation of the fundus to the abdominal wall. 

DR. ALBERT M. JUDD.—I have had considerable experience with round ligament 
operations. I have run the gamut from the Wiley and the Mann to the Baldy-Web- 
ster and all the other named and nameless operations on the round ligaments, and at 
the present time I have settled down on two types. One is the Alexander, which I 
might place under two headings, one the straight Alexander and the other the Alexan- 
der with a Pfannenstiel skin incision and the horizontal fascial incision, as formerly 
done by Barrows, to finish up the pelvic work. The other type of operation of which 
1 personally approve is the Montgomery operation. I have absolutely avoided in all 
my work any operation upon the round ligaments whereby there are any unnatural 
Jines or holding points made within the peritoneal cavity. I have abandoned the 
Webster-Baldy and have abandoned the Gilliam. The two types of operation I am 
doing now are giving me excellent satisfaction. 

I think, as does Dr. Chalfant, that Dr. Grad’s operation, after it has been done 
some time by an individual, would give perfect satisfaction from the standpoint of 
very little traumatism and no new ligamentous adhesions between the peritoneal 
surfaces, 

DR. HERMANN GRAD.—I would like to say, in response to Dr, Chalfant that 
there is very little traumatism in this operation, and that is one of the distinctive fea- 
tures of this particular method of shortening the round ligaments, I find that in the 
cases done by this method (and I have had several hundred of them) there have been 
no complications as the result of the operation. I have had the opportunity of re- 
opening the abdomen in four instances and it was surprising to see how the round 
ligament that was tucked into the broad ligament, had shriveled up. 

In answer to Dr, Broun as to whether a suspension band develops after this method 
of suspension, I can say that no such band develops in these cases. In regard to the 
uterosacral ligaments I can say that in the follow-up at the Woman’s Hospital I 
have paid particular attention to any tenderness in the uterosacral ligaments and find 
that they are perfectly normal in every way. 


Dr. ReGinaLtp M. Rawes read a paper entitled The Status of Intrauter- 
ine Stem Pessary Based on a Study of 205 Cases with End Results 
in 117 Cases. (lor original article, see p. 499.) 


DISCUSSION 

DR. 8S. A. CHALFANT.—Dr. Rawls’ paper brings out very definitely the indica- 
tions, as well as the contraindications, for the operation. The contraindications are 
quite as important ordinarily as the indications, 

There is no question but that the stem pessary can do great damage, if it is used 
in cases which are not suitable for it, cases with pelvic inflammatory conditions. 
The relief from a most distressing symptom is apparently gained with a minimum 
of operative risk in the properly-selected cases, 


DR. L. GRANT BALDWIN.—It is very interesting to have these statistics for 


comparison with the published statistics of other operations. First of all, it is evi- 
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dent that the condition of the eervix after the stem operation is one of less mutila 
fics them the Ddrrcdles operation, or any of the other cutting operations on the cervix, 
I believe the cervi should not be mutilated, I think in all this work the differences 
hetweer nartiolly introduced trauterine stem and a real uterine stem should be 
considered In other words, any stem that projects into the vagina will give very 


different statistics than the one whieh is kept well within the cervix, In other words, 


the intrauterine stem, in my experlence, is the one whieh gives better results thas 


that whieh projects into the vagina. It would also round out Dr. Rawls’? paper 
could we have known the eondition of the males in these exses that were not suecess 
ful from the standpoint of sterility. My practice is not to submit any woman to 
any kind of an operation for sterility: (unless she needs some other surgery) unless 
her partner has been proved virile, Tf she has dysmenorrhea and other reasons for 
the operation, that is, of course, another question, Then there is a justification. 


| believe that possibly his statisties in his sterility column might be better if 
the males had been proved able to do their part. TI think as this subjeet has been 

wked we find more and more sterility ino men, The women come to you and say, 
Oh, ves, the husband is ‘fine;’ he is all right.’’ Now, that does not prove any 
thing, To them it does, and the men hide behind that and refuse to submit to an 
examination, which is certainly very important, 


In regurd to the matter of hemorrhage and irregularities of menstruation follow 


ne the use of the stem operation, | would say that most of my observations along 


that line are, that for the first two or three periods, in the first one, perhaps the 
seconde, nice be the third, following the removal of the stem, there is an exaggerated 
flow. FT have never seen pain with the stem in place, That is one thing TP have al 
wavs heen able to promise the patients: ** You Will have at least one peried if? you 
never had one before without pain! ’? LT put the stem in before the menstrual period 
and deave it im over two or. thire periods The solid gliss stem, curious to say, 
seoms to davain better than any of the fenestrated type. 

I have never gone over my statisties, but Loam sure the morbidity las been very, 
very slight. 

If we put stems in eases of salpingitis and infected cerviees we are going to have 


trouble. | do not se 


wny more reason why the clamor should be against the 
stem pessary under such conditions than cases where we put oa hard rubbes 
Smith pessary ino a woman with retroversion and it sets up oan inflammation and 


enuises an adherent retroversion 


DR. ROBERT L. DICK INSON.—There are stems and stems. There are proper 
causes and improper cases,  Metritis, salpingitis and lurking gonorrheal infections 
preclude their use, or may be the eauses, if stems are used, of peritonitis, We began 
our experience with a very large, clumsy instrument, We got down to smaller and 
simpler types, 

The potnt Dr. Baldwin made is a very valuable one, namely, that the stem stieking 
out of the uterus is particularly liable to carry something into the uterus and kev] 


the cervix patent. This is not the exse with the Baldwin stem, as this stem miuv dv 
| 


left for a long while in the uterus, All types tend to work out. Silver wires, ever 
the thickest like No. 20, or even four wires, gradually cut through. Healing has 
always behind the wire, so slow is the cutting-out process This stem is 


so relatively short, that it cannot do what the Wiley and the Davenport do, retro 
vert the uterus, The ‘*colie’’ of 4 stem is due to the faet that too long a stem is 
Inserted Which touches the fundus, or too short a stem over which the uterus buekles 
ane bends. 


There are stems and stems. We have a doetor in Brooklyn who, to prevent con 


— 
— 
— 
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ception, puts in a thing which is shaped like a lyre, almost as thin as the antennae 
of a butterfly, that spreads out in the upper part of the uterus. I have taken out 
several, one that had been there untended and unwatehed for a period of seven 
years after it had been placed, one for five years and others of shorter duration, 
The tendency is to cut into the uterine wall, but they are so light so 
small that they die there harmless and usually produce the effect desired, 
Sometimes vou take them out of a pregnant woman, L believe that ultimately 
What might be cur standard contraceptive measure, will be some small spread 


» stem that shall be tolerated in -the uterus. The Outerbrid is in this 


ve 
class—not a stem, but a wire spring of paired parallels. This can be used 
in the office, It can be used to bring on a single menstruation in a non 
pregnant Woman, who ceases menstruation, or is not taking up her postdelivery 
menstruation, and is therefore of very detinite value to check premature menopause, 
It ean be placed in any uterus into whieh a uterine sound will pass and cause ne 
neute pain, It remains in for three or four days, or until a period is established, 
when the patient can pull it out with the attached string. If it should prodace 
cramp, she can withdraw it at any time. Left in longer, as Outerbridge suggests, it 
cuts into the Jateral wall, LT have used it over fifty times. The Chambers stem = is 
made of two half bulbs on stalks springing open in the eavity of the body of the 
uterus, with a disk in the vagina. It has occasionally done well, The Wiley 
brutally big. T gave it up after trying it out. It has a gutter that clogs at times. 
All stem case-reports should indicate the type of stem used. The Baldwin stem = is 
the one that Tohave used where operation was needed. Dr, Sidney Smith and myself 
reported 48 private cases and a much larger number of hospital eases in whieh this 


stem was used. The stem operation should not be combined with other operations. 


The offiee use of the stem has not been mentioned. A light silver stem with little 
Wire prongs on it, ean be placed for dysmenorrhea or sterility and help a not in- 
considerable number of cases. All of the cases that will submit) in the office to 
cocninization and dilatation without undue distress can get an effect from the 
office stem. This, while nothing like as complete as the hospital use of larger glass 
tems, following dilatation under ether, is at least sufficient relief for the patient 
to come back and bee for it again. She wears it two or three months, is relieved 
of the dysmenorrhea and comes back in six months or a year, asking to have it put 
hack. As to tolerance, [have a patient who has constantly worn such a silver stem 
eleven years, She is examined every two or three months for tha indications of 
premature menopause, She came with ovaries that could not be felt, with a uterus, 
the cavity of whieh was one inch long. An Outerbridge stem was put in and she men 
truated. This stem was gradually inereased in size until the cavity was two and 
one-half inches. It cured her sterility and her ovaries got large. She is happy 
ns long as she micnatrantes, If you want to prolong the menstrual life, you can 


lo it that way, mostly, perhaps, for the psychic effect. 


DR. LEROY BROUN,-——In reference to the Paldwin stem, T would like to say 
that it has been my aim to introduce it inside of the uterus, but with just the end 
of the stem showing at the external os, not projecting, but just showing, and held 
with two wires, It has usually neted well. Dr. Diekinson inserts it higher, so there 
is a possibility of a bending of the anterior lip surface. 

I would like to ask Dr. Diekinson whether, with the silver stem he uses with the 
projecting wire prongs, it is not his experience at times, as it was ours, that the 


Wire stems (whieh we stopped using long ago), set up an endocervicitis, 


DR. ROBERT L. DICKINSON.—Thev are silver, so thes keep oan antiseptic 


netion, T have had 42 long time office stem cases without any accident, exclusive 
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of the temporary cases, such as those for which Outerbridge or Chambers springs 
were used. 

DR. WILLIAM M. FORD.—Since Dr. Dickinson suggested the use of an ‘‘ office 
stem,’’ I would like to ask him how long that remains in if it is not disturbed, by 
reason of the patient pulling it out before it comes out spontaneously. It seems it 
is a matter of no little difficulty to retain the glass pessaries in place even with 
sutures. I have had them come out in a short space of time. To overcome the 
tendency to displacement with the Davenport pessary I have made it almost a uni- 
versal practice of late years to introduce in addition to that the ordinary Smith 
pessary to help keep the stem pessary in position. 

DR. L. GRANT BALDWIN.—I leave the stem so the index finger can come in 
ecntact with it. I fasten it with a little shirt button and find that works very well 
with two silk-worm sutures, putting the sutures through the cervix, probably one-six- 
teenth of an inch apart. One word more:—I believe that the cutting out of the stems 
is due to insufficient dilatation at the time they are put in. If the cervix is over- 
dilated IL do not believe that they will come out. Where you have pain, or severe uter- 
ine colic in the first twenty-four hours, it is, I believe, due to imperfect dilatation. 

DR. ROBERT L, DICKINSON,.—In answer to Dr. Ford, I would say that one 
must have considerable experience to know in what cases the stem will hold. Of 
course, given a wide cervical canal, the prongs that stick out on the side cannot get 
hold, It has to be a relatively narrow canal. It is not always easy to make it 
hold. There is failure more often than success even with considerable experience. 
That is why I think some time we will devise a stem that can be spread out at the 
top. I have spent much time in trying out my invention to get a stem with wings 
that open up inside of the uterus. No complicated mechanism is permissible as it 


would collect mucus and menstrual blood which would be retained and decompose, 
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Collective Review 


Nitrous Oxide-Oxygen Analgesia and Anesthesia in Normal Labor 
and Operative Obstetrics 


sy Huco Enrenrest, M.D., St. Louis, Mo. 


Under this title the National Anesthesia Research Society has pub- 
lished a monograph ‘‘for the benefit of all those concerned in safer and 
more efficient obstetrics and anesthesia.’’* It represents a systematically 
arranged review of the literature dealing directly or indirectly with 
this subject. In view of the evident interest both of the profession and 
of the laity in the problem of pain relief during labor, the salient points 
brought out in this analytical study deserve a wider publicity among 
obstetricians. It will be necessary, however, to state that this review 
somewhat one-sidedly is limited to a consideration of contributions which 
in general favor the use of nitrous oxide-oxygen gases in obstetric prac- 
tice. 

HISTORICAL EVOLUTION 


Nitrous oxide was first recommended for use in obstetric work by 
Paul Bert in 1878. Following this suggestion, Klikowitsch of Petro- 
grad in 1880, was able to report satisfactory results obtained in 25 
cases. Next came the reports of Tittle (1883), Doederlein (1886), and 
Hillischer (1887). Clifton Edgar of New York, in his English edition 
of Winckel’s Text Book of Midwifery, brought this matter to the atten- 
tion of American obstetricians and anesthetists. The undeniable lack 
of interest of the obstetricians in this new method of pain relief, in the 
opinion of Guedel! was due to the fact that while these earlier investi- 
gators do not specifically mention analgesia, they probably were work- 
ing either under an imperfect analgesia or a light anesthesia, not recog- 
nizing the essential difference between these two states. C. Henry Davis, 
of Milwaukee,” suggests that owing to its cost, the impurity of the gas 
secured, the crudeness of the apparatus used, and the fact that the ni- 
trous oxide was often given to the stage of asphyxia, it was not surpris- 
ing that this method of narcosis did not come into routine use at that 
time. The efforts of the pioneers came to naught. 

The resumption of the use of nitrous oxide in obstetrics followed 
closely the perfecting of the technic of and apparatus for nitrous oxide- 
oxygen analgesia and anesthesia in dentistry and surgery. In 1909, 
Davis administered these gases for J. Clarence Webster during an abdom- 
inal Cesarean section. In this same year Davis wrote: ‘‘We gave this 
anesthetic for all types of operative obstetrics, and in one primipara gave 
the gas for about two hours prior to a forceps delivery.’’ In 1910 


*Copies can be obtained from the Executive Secretary, 16 Kast Broad St., Columbus, Ohia. 
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Giuedel' began the routine administration of nitrous oxide analgesia and 
n normal labor and operative ob 
stetries. Since this time the method has come into vogue, and in 1917 


anesthesia, as we now understand it, 


R. Ferguson” summarized the conflicting opinions and results of many 
users from their accumulated experiences in some SOOO administrations. 


GENERAL CONSIDERATIONS 


“Any single anesthetic agent,” savs Guedel, “*which will prove uni 
versally satisfactory in all cases of obstetrics probably will never be 
found. The necessary qualifications of such an agent are many. It 
should have no ill effeet, immediate or remote, on either the mother or 
the baby. It should render true, physical relief from suffering and should 
he applicable over a long period of time without any influence upon uter 
Ine contractions. It must present to the obstetrician a patient ino a 
satisfactory condition for delivery, and, to be entirely practieal, it must 
adinit of convenient, simple and economical use. Of all the various anes 
thetie agents now at our command, nitrous oxide is probably the most 
physiopathology and the method of its proper administration 

It seems necessary to emphasize that the obstetrician who employs this 
newer method of pain relief will do himself, his patient and the method 
full justice only after he has thoroughly familiarized himself with its 
physiopathology and the method of is proper administration. 

Outstanding advantages of this anesthesia are the following: Of all 
the anesthetics in common use, nitrous oxide is the least harmful in its 
immediate effects on metabolism. Recovery, after its administration, is 
decidedly prompt. [It is rapidly eliminated from the system. Its dif 
ferent planes from mere analgesia to deep anesthesia ave far more accu 
rately controllable than with any other known form of narcosis. Either 
stage can be prolonged indefinitely or readily transformed into the other. 

McKesson! considers nitrous oxide the ideal agent for relief of labor 
pain, beeause it is inhaled like air, is practically odorless, almost instan 
taneous in its action, and is eliminated so quickly that the gas has left 
the body by the time the next pain is due. The flexibility of this anal 
gesia distinguishes it from twilight sleep or any other form of hypoder 
mi¢ alkaloid amnesia. Nitrous oxide acts so quickly beeause it is held 
in the body in an aqueous solution. [1 follows the natural course of gase 
ous exchange in the body, while ether and chloroform to become effective 
Inust first saturate, to a certain extent, the fats of the body. The lipoid 
affinity of these anesthetics prevents or delays their elimination for hours 
or even days, 

When lipoid-solvent agents are inhaled in sufficient coneentration to 
really relieve suffering, their paralytic action on muscles generally weak 
ens uterine contractions and retards their onset. Nitrous oxide aetually 
stimulates uterine contractions, 

From a thorough experimental study of ‘*The Relative Toxicity and 
Efficiency of Chloroform, Ether, and Nitrous Oxide-Oxyveen Analgesia 
and Anesthesia in Pregnaney and Labor’? Davis? coneludes: The ad 
ministration of either of the three agents, if given for a long period of 
time and repeated on successive days, causes degenerative changes in tis 
sues, especially of the liver. Those following chloroform are the most 
severe, With ether and nitrous oxide the changes are chiefly those of cell 
asphyxiation. Very different and more permanent is the cell necrosis 
after chloroform. The long-continued use of any of the three anesthetics 


must be considered dangerous to the fetus. The continuous nitrous oxide 
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analgesia While less harmful than the anesthesia should not be adminis- 
tered for long periods. However, there is no reason for believing that the 
intermittent use of from four to six inhalations of nitrous oxide-oxygen 
at the beginning of each uterine contraction can be of any material dan- 
ver to the fetus. If an anesthesia is required for an operation on the 
pregnant woman, ether would seem preferable in the interest of the fetus. 

Davis’ views in this latter respect, based on experimental studies, 
seem at variance with the opinion of some expert anesthetists. Addi- 
tional observations and investigations will have to be made to determine 
the optimum of oxygen admixture. In all events, whether nitrous oxide 
or ether is used for operations during pregnaney or obstetric operations, 
it will be the part of discretion to employ a higher percentage of oxy- 
venation to preclude dangerous asphyxiation of the fetus. 

Extensive experience during the war apparently proved that nitrous 
oxide-oxygen is) particularly valuable when operating on patients in 
shock, and is less likely to inerease acidosis or shock than ether, The 
conclusion, therefore, is permissible that nitrous oxide-oxvgen should be 
viven preference for women during pregnaney or in labor, who show 
svinptoms of shock or acidosis, or are exsanguinated, 

Pregnant women often present matiy phases of disturbance of blood 
pressure and of the circulatory system. According to MeKesson! the 
common claim that nitrous oxide-oxvgeen raises the blood pressure is 
erroneous and, at least elinieally, not true. ** These gases may be ad 
ministered for two hours without a material change in either the systolic 
or diastolic pressure, There is a time limit bevond which the blood pres- 
sure will progressively fall even under nitrous oxide, but differing from 
ether, in the case of the gases this fall is stopped immediately upon re 
moving the anesthetic and is followed by a comparatively rapid rise, 
approaching normal pressure in a few minutes.”’ 


OBSTETRIC ANALGESIA 


The particular problem of the obstetrician has been to find a method 
of relief that meets the specific requirements of normal labor and opera 
tive obstetrics. In the former, analgesia must provide for the intermit- 
tent pain and the pain-free interval; normal breathing, the plivsical re 
lief of pain without eliminating the patient’s reasonable and conscious 
cooperation, making it unnecessary to have a corps of trained assistants 
and specially prepared rooms. It must be a method that ean be used 
safely and suecessfully by the physician alone when necessary, or with 
inexpert help in emergencies. On the other hand, in the case of opera 
live obstetries, the matter of anesthesia must be safe for mother and 
child. irrespective of the hazard of the case and the operative procedure 
required, 

Nitrous oxide-oxygen analgesia and anesthesia, in the opinion of many 
Writers, meets all these requirements in practically an ideal manner. 
The present vogue of nitrous oxide in obstetries, according to Turner.’ 
ina great measure is due to a shorter second stage of labor that is prac 
tically painless; a complete relaxation of the soft parts which minimizes 
the danger of tears; a total absenee of restlessness and rigidity ; the ab- 
sence of exhaustion; the rapid return to normal after analgesia and to 
hetter babies. Any unhappy end results are usually the fault of unskilled 

The state of analgesia is made possible by the fact that in the develop 
ment of the general anesthesia with nitrous oxide the first special sense 
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to surrender is the sense of pain, leaving the other special senses less 
influenced. Impairment of the sense of direction or location is a reli- 
able sign of the onset of analgesia. Thus in the self-administration 
method (developed by Guedel') the hand of the parturient woman hold- 
ing the inhaler will falter in keeping it in place. The eye, however, is 
considered a more accurate indicator of the depth of analgesia. Nor- 
mally, in the state of analgesia, the eyelids should wink lazily and vision 
should be slightly blurred. This blurring has been utilized by Lynch® 
and other obstetricians as a guide to the patient for the purpose. As 
analgesia deepens, the eyeball will rotate from side to side. Pain then 
will be noted in a slight twinge of the eye more quickly than by any 
other sign. With an overdose in intermittent analgesia the winking be- 
comes sluggish or the lids remain closed. The fearful, neurotic or hys- 
terical patient cannot be handled under intermittent analgesia. Con- 
tinuous analgesia must be administered to them, and some can be handled 
enly under anesthesia. Hilarity on the one hand and excitement or 
lapsing consciousness on the other indicate the extremes of analgesia. 

In its last analysis the technic of nitrous oxide analgesia consists in 
diluting the gas with enough air or oxygen to prevent the loss of con- 
sciousness and yet securing enough nitrous oxide saturation for the relief 
of pain. 

According to Davis? the following details are essential for the suecess- 
ful administration of the nitrous oxide-oxygen analgesia: (a) The pa- 
tient should be assured that when the pains become severe they can be 
relieved. This tends to remove fear and lessens the possibilities of ex- 
citement or hysteria. (b) When beginning the administration of the gas, 
give enough to cause a deep analgesia or even a light anesthesia. This 
gives the patient confidence in its ability to relieve pain. (c¢) Determine 
the number of inhalations necessary to relieve pain, and increase by one 
or more as the uterine contractions become more severe. (d) The pa- 
tient must breathe the gas mixture with the first suggestion of an ap- 
proaching contraction, ascertained by palpation, because she must have 
reached the state of analgesia before the height of the contraction. Other- 
wise she is carried through the contraction without amnesia and in many 
instances with the memory of the pain highly intensified. Obstetric 
analgesia, therefore, can be successfully administered only by under- 
standing both the obstetric and anesthetic problems involved. This is the 
reason why trained anesthetists so often fail through ignorance of the 
mechanism of labor. (e) A complete anesthesia or a continuous anal- 
gesia may be necessary for a few minutes, but should be discontinued as 
soon as the acute pain has been controlled. 

With a cooperating patient the method of self-administration may be 
safely and efficiently utilized towards the close of the first stage of labor 
and almost entirely throughout the second stage. 

It should be remembered that under analgesia the progress of labor 
eannot be judged by the patient’s action or complaints, and conse- 
quently, occasional rectal examinations should be made. 

The number of inhalations taken at the beginning of each pain de- 
termines the depth of analgesia, while the amount of air admixture reg- 
ulates the speed of analgesia. It develops in the shortest time when pure 
nitrous oxide is inhaled and is progressively slower with increasing 
dilution. 

At the last pain of the second stage it is common practice to induce 
anesthesia, especially if there is any danger of laceration. This may be 
accomplished by holding the mask until 12 or 20 breaths of the gas mix- 
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ture are taken and then delivering while the patient sleeps for 40 or 50 
seconds. McKesson adds: The moment the presenting part is delivered, 
administer 10 or 20 breaths of pure oxygen, or at least a mixture of 50 
per cent oxygen, while the umbilical cord still pulsates. Intermittent 
anesthesia during the course of labor might be mentioned only to be 
condemned. 

Some obstetricians advocate the use of the nasal inhaler, others a face 
mask, while some utilize the one or the other according to the type and 
state of analgesia or anesthesia desired. Allen’ prefers the use of the 
nasal inhaler in the absence of nasal obstruction, because patients have 
less fear, do not suffer from a sense of suffocation, and feel able to talk. 


OBSTETRIC ANESTHESIA 


In its last analysis suecessful nitrous oxide-oxygen anesthesia required 
for some of the obstetric operations, depends on the administration of 
such a proportionate mixture of the gases as will effeet complete anes- 
thesia to a surgical degree and sufficient relaxation, without untoward 
effect on mother and especially fetus or newborn child. The require- 
ments must be met by adjusting the anesthesia to the reactions of pulse 
and respiration in the individual case. The guiding signs are found in 
respiratory changes, eye reflexes, general muscular manifestations and 
the degree of oxygenation as shown in the color of the lips, nails and skin. 

Krom the viewpoint of the obstetrician, it is important that the preg- 
nant woman requires a higher degree of oxygenation in the interest of 
the fetus, but that, on the other hand, in obstetrie operations complete 
surgical relaxation is not only unnecessary, but indeed should be avoided. 

In regard to the disputable advantage of rebreathing, Guedel' says: 
“The principal advantage of rebreathing is economy. Retention of 
carbon dioxide, as accomplished by rebreathing in major surgical opera- 
tions for the purpose of respiratory and cardiovascular stimulation, has 
never been indicated to my knowledge in obstetrics.’’ Ferguson* is de- 
cidedly opposed to rebreathing: ‘‘More than 25 per cent of babies de- 
livered by nitrous oxide analgesia show slight crowing inspiration, imme- 
diately after birth, which may last for 24 to 48 hours. It seems due to a 
slight paralysis of the epiglottis with a resulting snoring sound. This 
condition is very much exaggerated when rebreathing is used to any 
extent. This condition is never present for more than a few inspirations, 
if the mother is given plenty of oxygen while the cord is still pulsating. 
Rebreathing is extremely dangerous for the baby and has no place in 
obstetries.’’ 

Danforth® also objects vigorously to rebreathing so long as the fetus 
still is in the uterus. Allen’ has discarded rebreathing. To the contrary, 
Irving’? has employed rebreathing extensively for the sake of economy 
and has never observed untoward effects on the babies. 

Among the unpleasant immediate after-effects the most frequently 
recorded is headache, usually of a mild and transitory character. This 
might be due to too intensive an administration of the nitrous oxide, 
rebreathing, or an inadequate amount of oxygenation, permitting a light 
degree of asphyxiation over a long time. Thorough oxygenation after 
delivery often precludes this complicating after-effect. 

Such disadvantage would seem negligible in view of some of the strik- 
ing benefits claimed for this method by Guedel. The patient after labor 
is not exhausted physically or mentally. The early puerperium is pleas- 
anter, the mother requiring comparatively little attention. There is an 
actual shortening of the convalescent period. There is more rapid invo- 
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lution of the uterus, more favorable recuperation in general, all of which 
renders it advisable to permit the patient to leave her bed a day or two 
earlier. Fewer visits to the bedside are required. 

It is being claimed that nitrous oxide-oxygen labor results in so nor 
mal a puerperium that lactation appears unusually early. The baby 
thus is better fed. This accounts, in the Opinion of one writer, for the 
reduction of infantile jaundice from 25 to 12 per cent in his series of 100 
nitrous oxide labors. 

RESULTS 


Krom a statistical analysis of a large number of personally observed 
eases Davis* draws the following conelusions: Labor seemed shortened 
hy about one fourth of its average duration. The facet that the puer 
periimn and thus the stay of the patient in the hospital is shortened on an 
average by a day and a half is important in so far as this saving nearly 
pays for the gases used in ordinary labors. Better and prompter sup- 
ply of breast milk is evidenced by the fact that the immediate loss of 
weight of the newborn is below the recognized average. Relaxation of 
the soft parts and better control of the patient reduces the number and 
severity of perineal lacerations. Nitrous oxide dees not favor postpartum 
hemorrhage. Nitrous oxide analgesia, in the normal case and property 
administered, proves 100 per cent efficient, 

Cherry’ summarizes his experience as follows: Nitrous oxide given 
alone during labor, caused no ill effects to mother or fetus. The resort 
to forceps or pituitrin was not more necessary than in the average case 
of labor. There was no tendeney to postpartum hemorrhage. Even 
prolonged administration did not cause damage to kidney or liver. 

A series of 476 cases, analyzed by Danforth shows unsatisfactory 
analgesia in 7.50 per cent of the cases. Tle found this percentage prae 
tically the same in additional 1000 observations since the publication of 
his detailed report. No case of fetal death was observed that seemed 
fairly chargable to the analgesia. 

Similar favorable reports based on a smaller number of observations are 
available from other sources. It seems noteworthy that some obstetri 
clans preceded the administration of the gases by the use of morphine 
or codeine in combination with scopolamine (Bacon, Diekinson 

This review may well be closed with a quotation from Davis: **Suffer 
ing during labor is but the tide in the ocean of motherhood and the de 
sire of mothers is eutocia, not amnesia. The belief that pain is an inev 
itable accompaniment of labor has reconciled mothers to endure it, 
While the joy of successful motherhood has caused them to forget. it. 
There is, however, no logical reason why women should suffer during 
labor. Surgeons will not permit their patients to suffer during an opera 
tion. Suffering, physieal and mental, produces surgical shock. 
increases the danger of puerperal complications and delays convalescence. 
The suffering can be relieved, and with perfect safety to both mother 
and child.” 
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Selected Abstracts 


The Dangers of Curettage 


Fromme: Uterine Perforations Produced in the Treatment of Abor- 
tions. Their Diagnosis, Therapy and Forensic Importance. Ergeb- 
nisse der Geburtshilfe und Gyniikologie, 1914, vi, 266. 


This monograph presents the entire question in a very exhaustive 
manner, the writer basing his conclusions in part on 52 of the more 
Important contributions to the topic that had appeared between 1908 
and 1915, 

The one significant and practical importance of this study lies in 
the fact that it leads to the inevitable deduction that the customary 
therapy of abortion is irrational and directly dangerous in the hands 
of the less experienced physician. The clinical symptom of hemor- 
rhage, representing the usual indication or excuse for immediate inter- 
ference, undoubtedly has attained undue and exaggerated significance 
in the eves both of laity and physieians, especially in view of the un- 
justifiable disrespect for the actual risks of operative treatment. If 
interference is unavoidable, the cervieal canal must be dilated slowly 
and wide. For the removal of the ovum or its rests in all cases of 
fresh abortion the introduetion of any instrument. on principle, is 
objectionable. Compression of the uterus, or compression together 
with the introduction of one or two fingers in the uterus, ino most 
instances, will yield the desired result. If, however, in a rare case, 
these efforts actually fail, a curette may be employed. But only a 
dull curette with a large loop, and then not for the purpose of ‘serap- 
ing out’? but simply to “fish out’? the remaining portions of placental 
tissue. 

Out of a total of 322 cases recorded in literature only in 2.8 per 
cent the perforation was produced by the finger, in the remaining 97.2 
per cent instruments were responsible for the injury, approximately 
in half of them, the curette, comparatively often also the uterine 
sound, A study of the more complicated injuries proves the particu 
lar danger of the foreeps. With the exception of but one instance, for- 
ceps perforations were always associated with intestinal injuries, some 
of a most horrible kind. Not one of all the numerous models of abor 
tion forceps on the market fails to appear on this list. Serious damage 
to the intestines has “been seen also in perforations with the curette, 
obviously mostly with the sharp curette. With the dull curette such 
extensive injury occurs only if extreme foree is used either in its in 
troduction through an insufficiently dilated cervix, or in the attempt 


to scrape off placental fragments. It would seem that in the case of 


wbnormal rigidity of the cervix serious injuries are not entirely avoid 
able even at the hands of the most experienced operator. 

Whenever the operator has the feeling that the instrument passes. 
without resistance, teo far into the uterus, he should assume that a 
perforation @xists and immediately desist from any further attempt 
to empty the uterus. Smaller perforations cannot be diagnosed hy 
the introduction of the finger, into the uterine cavity. The appearance 


ef omentum or of intestines obviously leaves no doubt concerning 


the diagnosis. Unusual and even insuperable difficulty may be ex 
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perienced in the diagnosis of perforations presumably made by another 
physician. 

In regard to therapy, Fromme is of the opinion that in all doubtful 
but probable perforations an exploratory laparotomy or anterior col- 
potomy should be performed. Every diagnosed perforation must be 
subjected to prompt treatment which in the majority of the eases will 
be operative. Only in the case of the aseptic perforation with the 
sound is conservatism permissible. All statistics prove the advantage 
of operative interference over conservative measures. The conditions 
in each individual instance will determine the particular nature of 
the operation required, especially in regard to the necessity or ad- 
visability of removing the entire uterus. 

In the last part of this paper the writer considers the legal responsi- 
bility of the physician in such cases of uterine perforation under 
German laws. 


Braude: Avulsion of Appendix through Uterine Perforation. Zcit- 
schrift fiir Geburtshiilfe und Gynikologie, 1914, Ixxv, 780. 


A patient, mother of four children, during the fourth month of her 
fifth pregnaney complained of chills. The consulted physician made 
the diagnosis of abortion and decided to empty the uterus. Failing 
with the eurette, he resorted to the forceps and recognized in the 
first portion of tissue extracted a torn off appendix. Prompted by 
the severe hemorrhage he thoroughly curetted and irrigated the uterus 
and then ‘‘not to lose any time,’’ himself brought the patient in a 
carriage to the elinie. 

When seen by Braude, the patient was slightly anemic and had 
a good pulse of 80. The abdomen, especially on the right side was 
somewhat tender to pressure. Laparotomy was immediately per- 
formed, not quite two hours after the curettage. The small intestines 
showed three perforations, which were closed by suture. A small 
piece of appendix still on the cecum was removed in typical manner. 
The cecum was almost completely denuded of its serosa, and was cov- 
ered as well as possible. Several ligatures were placed around hema- 
tomas in the mesentery. In the posterior culdesae a portion of the 
fetal vertebral column was discovered. In view of the evident infee- 
tion the uterus was extirpated. Much to Braude’s surprise the pa- 
tient passed, without any symptom of peritonitis, through a satis- 
factory convalescence and was discharged well on the twenty-third 
day after operation. 


Williams, John T.: Accidental Perforation of the Uterus during Curet- 
tage, with Laceration of the Small Intestines. Journal American 
Medieal Association, 1919, Ixxiii, 1361. 


Patient, aged twenty-seven, had several miscarriages. Wassermann 
4-plus. She was curetted in her home by a local physician for a mis- 
carriage in the fourth month of pregnancy. He perforated the uterus 
and drew down a loop of intestines, tearing it completely across be- 
fore he realized what he had done. When admitted to the Boston 
City Hospital several inches of lacerated intestines were protruding 
from vagina. Immediate laparotomy showed the ileum completely 
torn through, its proximal portion separated from its mesentery for 
about 12 inches. This portion of the ileum was resected and an end-to 
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end anastomosis done. The uterine perforation was closed with su- 
tures. Patient made an uninterrupted recovery and left the hospital 
on the eighteenth day. 

Accidental perforation, writes the author, during curettage is 
undoubtedly of frequent occurrence, but for obvious reasons it is 
seldom reported. It may happen at the hands of a skilled surgeon. 
If proper asepsis has been maintained, and the perforation is recog- 
nized immediately, harm seldom results. If the perforation is not 
recognized, the operator may continue to curette through the open- 
ing, and bring down a loop of gut (usually ileum) as in this ease. 


Lincoln: The Dangers of Uterine Curettage. Annals of Surgery, 

1918, Ixiii, 638. 

Since its introduction, the curette has been very universally accepted 
in the surgeon’s armamentarium, and used with the greatest freedom, 
the most acceptable rule of conduct being ‘‘when in doubt, curette.’’ 
This situation is chiefly due to the fact that the pathologist offered 
moral support in the shape of a beautiful classification of the uterine 
scrapings into various types of endometritis. ‘‘Given a curette and 
a woman, the old time gynecologist will always find an endometritis.”’ 
The fallacy of the former conception of endometritis was first estab- 
lished by Hlitsehmann and Adler. Since that time it has been dem- 
onstrated conclusively that true endometritis really is a very rare 
disease, and that hemorrhage is not its common characteristic. It also 
is now well understood that uterine hemorrhage is rarely cured by 
a curettage. But old ideas die hard, and the profession still seems 
reluctant to accept the evident fact that curettage is not only ineffee- 
tive as a remedial agent but is fraught with great dangers. 

Lincoln cites briefly the histories of 42 patients obtained through 
an inquiry from other physicians. In all of them curettage failed 
far from resulting in the desired benefit, indeed, 11 died after the 
operation. In concluding he states that it seems an easy task to com- 
pile a formidable list of accidents with a large mortality. Curettage 
is a major operation, not to be undertaken except under the very 
best conditions, and with every possible precaution, by a careful and 
skillful surgeon. 


Barnes: The Indications, Dangers and Contraindications of Uterine 
Curettement. American Journal of Obstetrics, 1918, Ixxvii, 940. 


The ecurette is an instrument of diagnosis in securing material 
whereby we may diffefentiate between malignancy, endometritis, abor- 
tion and uterine polyps. Positive contraindications to the employ- 
ment of the curette are: Suspected pregnancy and obvious or prob- 
able systemic infection by way of the endometrium, especially strep- 
tocoecie infection. The dangers ever to be kept in mind are: Uterine 
perforation with intraperitoneal infection or the introduction of irri- 
tating fluids, accompanying hemorrhage and probable visceral injury; 
and, particularly in acute conditions, the removal of a leucocytic 
barrier, opening a gateway to general infection. 


Bovée: A Warning against Promiscuous Uterine Curettage. Surgery, 
Gynecology and Obstetrics, 1920, xxx, 618. 


Of all gynecologic operations performed, probably the most fre- 
quent is curettage. The uterine curette, introduced to an embryonic 
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state of development of gynecology, as it was, rapidly attained a high 
degree of popularity. That the most slovenly and ignorant physician 
resorts unhesitatingly to the curette for various diseases of the uterus, 
real or otherwise, and even of the appendages, is a notorious fact. 
Uterine curettage has a limited and constantly narrowing field of 
usefulness in gynecologic practice. Its principal function is to secure 
tissue for diagnostic purposes, to remove polypi, and in the treatment 
of exfoliative, and rarer cases of senile endometritis, of sterility, and 
finally to extraet produets of conception after all other methods have 
failed. The dangers of curettage are numerous. Not infrequently a 
pregnaney in its first month is inadvertently interrupted. The lit 
erature teems with cases of perforation with or without dangerous 
sequele and even death; and it must be remembered that for obvious 
reasons by far the larger number of such perforations are never re 
ported. Nor are they, by any means, confined to the unskilled opera- 
tor. Often infeetion follows curettage, in many other cases a latent 
infection of the appendages is roused to new activity. The investiga 
tions of Curtis concerning the bacteriology of the normal uterus and 
cervical eanal convincingly prove the danger of all intrauterine in- 
strumentation. The cervieal canal is so constantly infected that it 
does not seem strange that infection may be carried into the uterus 
hy sound, dilator, or curette. 


Rawls: The Status of Uterine Curettage Based on Hospital Records. 
American Journal of Obstetries, 1919, Ixxix, 554. 


The writer establishes the correct status of curettage in advanced 
yvnecologie practice by a careful analysis of the reeords of over 20,000 
yvnecologic patients of the Woman’s Hospital in New York. His 
conclusions are as follows: (1) About 96 per cent of evnecologic 
cases show no endometrial changes, and therefore curettage is un 


necessary. (2) In about 4 per cent, showing endometrial changes, 
the pracedure is of questionable therapeutic value. (3) As a diagnos- 


tie measure it is of practical value in only 5.1 per cent of earcinoma 
of the uterus. (4) When curettage is performed in a hospital and by 
skilled operators, there is a morbidity in at least 5.5 per cent. 


Markoff: Sudden Complete Relaxation of the Uterus during Curet- 
tage. Original in Russian. Abstract in Zentralblatt fiir gesamme 
Gvnadkologie und Grenzgebiete, 1914. 162. 


The possibility of sueh an extreme atonic relaxation of the uterine 
wall during curettage was first positively established by Beuttner in 
1908. The writer describes in detail four personal observations of 
this occurrence. In all four cases the abrasion was done without a 
veneral anesthesia. The distinet resistance of the uterine wall to the 
pressure of the curette suddenly disappeared, but returned) promptly 
after intrauterine irrigation with a hot antiseptie solution. None 
of the patients offered any subjective symptoms. There was no notice- 
able effect on the circulatory or respiratory system, no signs of col- 
lapse. They all recovered promptly. The possibility of perforation 
in his belief is exeluded. Predisposing factors for such an atony 
are subinvolution, hypoplasia, metritis, anemia, and degenerative 
changes in the ovaries. The immediate cause lies in an organic or 
funetional insufficiency of the uterine muscle. The actual mechanism 
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of the sudden dilatation is still obscure. Experimentally the condi- 
tion cannot be reproduced either by the introduction of a foreign 
hody into the uterus, or by stimulation of the uterine ganglia.  Dif- 
ferential diagnosis from perforation might prove difficult, but prompt 
restoration of the normal tonus seems conelusive. As soon as the 
atonie condition becomes evident, the instrument must be withdrawn 
from the uterine cavity, because otherwise the subsequent acute con- 
traction of the uterine wall over the instrument in itself may cause 
a perforation. 


Thompson: Drainage versus Scraping in Curettage of the Uterus. 
British Medical Journal, 1918, i, 53. 


The writer protests vigorously against the modern tendeney of a 
slight and quick cervical dilatation by means of mechanical stretchers, 
Just wide enough to permit the introduction of a curette. He com- 
pares this new practice with the former usage of obtaining a wide 
dilation, gradually and slowly, and concludes that the reeent modi- 
fication has brought a good old operation into undeserved disrepute. 
Any benefit derived from a uterine curettage does not result from 
the actual scraping of the uterine cavity, but from the continued 
satisfactory drainage secured by proper dilation of the cervical canal. 
The operation of ‘*Curettage’’ probably would vield equally good re- 
sults without any actual scraping, if only the dilation of the cervix is 
ample. 


III, Edward J.: Accidental Removal of Intestines Through the Vaginal 
Vault. American Journal of Obstetrics. 1919. Ixxix. 29. 


This paper is of interest in that it considers certain medico-legal 
aspects of such an acvident. A young woman, pregnant for several 
months, had been flowing for some time. The attending physician, 
with a forceps, removed what he thought were fetal intestines and 
burned them. The patient died immediately. A very superficial au- 
topsy was made by the operator in the presence of a deputy counts 
physician, and the body was allowed to be interred after embalmment. 
A month later the body was exhumed, and another autopsy showed 
the empty uterus with a large rent and all the intestines had = been 
removed, The report showed that the small intestines with the mes- 
entery had been removed at the spine. Among the various assertions 
made to explain this striking finding was that the undertaker when 
closing the body after the first autopsy had removed the organs. — Il 
gave if as his opinion that the mesentery could have been severed 
from the spine only by means of a very sharp knife. This case in- 
duced him to study on cadavers the mechanism of intestinal injuries 
through uterine rents, and the effeet of embalming fluid on the re- 
portion of the torn mesentery.  Tlis conelusions, based) on 
these experiments and some personal observations, are as follows: 

1) Any portion of the bowel can be pulled away by traction with a 
forceps through a rent in the uterus or vagina. (2) The point of sepa 
ration will be the junction of the bowel with the mesentery. (3) In 
some subjects the separation will be extraperitoneal in a large measure. 
(4) The mesentery cannot be pulled away from its origin of the spine 
or elsewhere. 
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January 27, 1846—September 11, 1920. 


sorn in Cumberland County, Pennsylvania, Dr. Baer was graduated 
from the Medical School of the University of Pennsylvania in 1876 and 
appointed an Instructor in Gynecology in his alma mater in 1878, 
which position he held till 1885, when he resigned to accept the Pro- 
fessorship of Gynecology in the Philadelphia Polyclinic Hospital and 
College. He remained in active association with this institution until 
two years before his death. 

Dr. Baer was a member of many medical societies and at one time 
held the office of president of the Philadelphia Obstetrical Society. 
The deceased occupied a prominent role in the development of Amer- 
ican gynecology, a field which he entered during its formative period. 
He was a bold and brilliant operator and among his more eminent con- 
tributions to the specialty is the development of a method for the 
surgical treatment of uterine fibroid tumors. For their removal he 
devised a particular technic of supravaginal hysterectomy which was 
later widely employed. The titles of his most important literary con- 
tributions deal with lacerations of the cervix, the significance of 
metrorrhagia at the time of the menopause, and a plea for early diag- 
nosis in the pelvic diseases of women. 


